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The Rdle of Trauma in the Production of Cancer 


WILLIAM SEAMAN BAINBRIDGE, A.M., Sc.D., M.D., C.M., LL.D. 
New York, N. Y. 


of cancer, we are still in entire ignorance of its 

essential cause. Many conflicting theories have 
been suggested but “Notwithstanding such divergent 
points of view ... one of the most clearly established 
facts about cancer is its production in tissues which have 
suffered chronic irritation, often of long duration.’ 
Chronic irritation is produced either by repeated injury 
of all types to the tissues or by chronic inflammatory 
processes. It is observed that a jagged tooth or an ill 
fitting plate may result in the development of cancer of 
the tongue, or the constant use of a cigar or pipe at a 
favored point cause malignant changes of that part of 
the lip. In Kashmir, the habit of wearing the Kangri 
basket with the handle held against the abdomen next 
to the skin gives a high rate of cancer of the skin in 
the umbilical region, which is exceedingly rare in other 
parts of the world. A scar in the cervix uteri or, in 
fact, a scar that i impinges against epithelial or glandular 
cells in any region, may cause sufficient irritation to 
initiate a cancer. And here may be interpolated the 
warning that whenever there is an appreciable mass of 
scar tissue at any accessible site exposed to or which 
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may cause irritation of other structures, the safe rule 
is removal. 

The investigations of Adair and Bagg? on “the rela- 
tion between stasis of the secretions of the female breast 
and the development of mammary carcinoma” lead 
them to the conclusion that “Mammary cancer is due to 
breast stasis and the resulting irritation that follows the 
retention of stagnating secretions of the breast.” They 
produced mammary cancer in mice by ligating the gland 
ducts at the nipple, or preventing the young from suck- 
ling, thus causing a retention of the breast secretions. 
The nipple, in these cases, was not involved in the new 
growth. 

Numbers of research workers have proved by animal 
experimentation that cancer comes as a sequel to the re- 
peated application of coal tar (tar cancer) on a given 
area Over a given period of time. It is usual to regard 
cancer as having an occupational character when it is 
produced through chronic irritation after prolonged oc- 
cupation in certain fields, such as irritation due to ar- 
senic; the by-products of coal, particularly tar, soot 
(chimney sweep’s cancer of the scrotum), pitch paraffin, 
anthracene, etc.; the bituminous schists; mineral oil; 
petroleum ; x-rays; radium and cobalt. It is of interest 
that many cases of cancer of the hands have been re- 
ported among those Belgian prisoners who, in the war, 
had been put to work in paraffin factories by the 
Germans. : 

But important as it is, this paper is not concerned 


131 





132 MEDICAL TIMES AND LONG 


with the chronic irritation factor per se in the multi- 
sided cancer problem. The issue before us is: What 
role may a single trauma play in the production of 
malignant disease? Of the many medicolegal contro- 
versies that are constantly arising, there is none which 
has caused more argument than the answer to this 
query. Greater attention is being focused on this sub- 
ject today than ever before. The matter is of impor- 
tance not only from the standpoint of etiology, but 
from that of industrial and other compensation. 

In olden times, and up to a hundred years ago, it was 
practically generally accepted that an injury was fre- 
quently the cause of cancer. Since then a survey of the 
literature shows that views as to the existence of a re- 
lationship are by no means unanimous, although the 
cumulative evidence strongly supports the position taken 
by those who believe a single injury may cause a malig- 
nancy. 

In a paper of this length, we can only briefly refer to 
a few authorities who have enriched the knowledge of 
the subject by their published investigations and opin- 
ions. Many have taken a negative stand as to any re- 
lationship between trauma and cancer formation, but 
an increasing number have taken an equally strong 
stand in favor of it. 

From a study of the literature and her own records, 
Leila Knox ® believes that definite proof of trauma as 
a causative agent in cancer production is still lacking. 

Mock and Ellis,* while stating that “There is no jus- 
tification for assigning trauma as the etiological factor 
in any particular case, unless this can be proved with 
scientific accuracy,” describe nine cases which they be- 
lieve warrant being placed in the category of neoplasms 
related to trauma, thus entitling the patients to com- 
pensation, notwithstanding the fact that the tumors 
may not have been caused directly by the injuries. It is 
their opinion that it is the surgeon’s duty to decide 
whether a particular case of malignancy can be ascribed 
to trauma. 

Roger Williams® agrees with Hauser and Beneke, 
who are quoted by Ziegler,® in regarding as an im- 
portant argument against the traumatic theory of cancer 
the large number of malignant tumors of the breast as 
compared with the small number in the extremities, 
where trauma is so much more frequent. Williams de- 
clares that men sustain three times more injuries than 
women but suffer from carcinoma of the breast in the 
proportion of one man to 116 women. The reason for 
this, of course, is largely found in the anatomical dif- 
ference—the marked development of gland structure 
in the female breast as compared with the small amount 
in the male mamma, 

From a compilation of opinions Roussy * deduces that 
post-traumatic cancers cannot be regarded as positively 
proved. And Lubarsch § believes that injuries and blows 
call attention to hitherto unsuspected tumors; that in- 
juries are infinitely more frequent than neoplasms ; that 
many tumors have a long latent period, and that experi- 
mental evidence is lacking for the theory that a single 
trauma can cause a tumor. 

Teutschlander is of the opinion that in normal persons 
no cancer is produced through traumatism in a healthy 
region of the body, but rather that the external action 
is capable only of activating a latent, pre-existing dispo- 
sition. However, he feels that even deeply situated and 
protected organs may be attacked by malignant tumors 
through external injury, the essential point being the 
lasting effect of the violence—the production of chronic 
changes, pre-cancerous states, cicatrices, ulcerations. 
This statement seems almost a paradox, for if it is the 
chronic irritation of the cicatrices, etc., caused by the 
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trauma, which results in a malignancy, then the injury 
itself must be considered the exciting cause of the neo- 
plasm. 

Ewing”? states that “Mechanical trauma is an impor- 
tant factor in the causation of tumors. . . . By trauma 
is here understood a single or repeated more or less con- 
tusing, crushing or lacerating mechanical injury. . . . 
That normal tissues may react to single traumas by ma- 
lignant proliferation seems to be fairly well attested by 
clinical observation, but this view is so much at vari- 
ance with what is known about the origin of most tu- 
mors, that it has always been regarded with skepticism. 
. . . Since the supposed traumatic tumors usually arise 
at the same age periods as spontaneous tumors of the 
same type, there is definite probability that the trauma 
and the tumor are merely coincidental. . . .. To estab- 
lish the relation of trauma several classes of evidence 
are necessary, as is recognized especially by the French 
statutes: 

1. The authenticity and sufficient importance of 
the trauma. 

2. Previous integrity of the wounded part. 

3. A reasonable time relation; three weeks to 
three years or more in certain cases. 

4. Continuity of pathological changes or symp- 
toms in the wounded part and the appearance of 
the tumor. 

5. Microscopical proof of the existence of a 
tumor. 

These statutes are based on Segond’s'! requirements as 
outlined by him in 1907 at the French Congress of Sur- 
geons. 


Borst, quoted by Ziegler!*, Pick!*, and Eunnike"™, ad- 
mits only the possibility of occasional cases of post- 
traumatic cancer. 

But there are those who definitely believe in the con- 
nection between trauma and cancerous changes. Le- 
clerc’® felt it is so obvious that it is impossible not to 
take it into account and that these cases, with their well 
established histories, furnish interesting contributions to 
the study of cancer etiology. Among 144 cases of sar- 
coma of the long bones which he had been studying, 
Gross'* stated that one-half of them were due to trauma- 
tism. That the relation between cephalic tratima and the 
first appearance of cerebral tumor is one that occurs 
much too often to be ignored, is the opinion of Collier 
and Adie’, who add that it is likely in a few of the cases 
in which this relation exists, the blow on the head served 
to bring a pre-existing tumor into symptomatic promi- 
nence. 

At the International Conference on Cancer held in 
Paris in 1910, Berard’ stated that a contributory cause 
of cancer of considerable importance is traumatism in 
combination with predisposition to the disease. In 328 
carcinomas cited by him, 35 (10.5%) followed a single 
traumatism; 92 (28%) occurred after chronic irrita- 
tion ; of 171 sarcomas, 35 (19.5%) occurred after a sin- 
gle trauma, and 32 (18.5%) after chronic irritation. 

In order to reach a decision in a given case of possible 
traumatic cancer, Thiém!®, who believes that 2% of all 
carcinomas and 5% of all sarcomas are due to trauma, 
introduced a set of postulates: 

1. That definite proof of the accident must be 
offered. 

2. That the trauma must have been of sufficient 
severity to be effective. 

3. That the tumor need not be at the exact site 
of the injury, but must be definitely related to it as 





r;s © ee 


- 


0 =“ © FRM ef Or er Hm OF, 





wTwortiw we eS 








May, 1934 





is contrecoup laceration of the brain. 
4. That the interval between the accident and the 
appearance of the tumor must be a reasonable one; 
for sarcoma not under eight days, and for carci- 
noma not under three to four weeks. 
In some instances the interval is so short that the 
English authorities have designated the condition as 
acute traumatic malignancy. But it is conceded that in 
many cases a much longer period of time is required 
than that suggested. As Leila Knox™ states: “The in- 
terval of time which must elapse between the injury and 
the appearance of the tumor in order to even suggest a 
causal relationship, as reported by the literature, is ex- 
tremely variable.” In a collection of 35 cases of post 
traumatic cancer, Roffo*! found that the interval be- 
tween the receipt of the injury and the first time the 
growth was observed varied from one month to twenty- 
five years. As a matter of fact it seems that not only 
can no definite period of time be laid down as an inter- 
val, but it is even impossible to foretell an approximately 
accurate interval. 


In an analysis of three hundred cases diagnosed as 
rodent ulcer, treated in the Radium Department of 
Christchurch Hospital, New Zealand, during the past 
five years, Fenwick** obtained a definite history of in- 
jury of sixteen patients, in the area which afterwards 
became ulcerated. He believes that skin cancer may 
originate in an area where injury, chronic irritation, or 
disease has affected the nerve supply to the skin cells. 

According to Paul*’, of the causative factors in the 
production of basal cell epithelioma, trauma plays a 
conspicuous part. He gives a list of seventy-five cases 
of rodent ulcer, which have arisen indubitably from 
injury, and which would confirm his opinion, he be- 
lieves. 

Ménéttrier™, referring to epitheliomas, has estimated 
that the continuity between traumatism and neoplastic 
development is often too short and rare for the work of 
chronic inflammation or slow cicatrization to make it 
possible for the factor of chronic irritation to intervene. 
From numerous reports he concludes that traumatism 
can be the cause of malignant neoplasm, that traumatic 
action can result in the formation of cancer in a com- 
paratively short period of time, and that this applies 
most frequently to sarcomatous neoplasms. 

Ophiils*® stated that, from a knowledge of conditions 
leading to the production of malignancy, “It will be evi- 
dent that trauma can contribute to the development of 
tumors insofar as it causes tissue proliferation, and 
since any break in continuity, such as is likely to occur 
as a result of trauma, is sure.to be followed by regen- 
erative and often by inflammatory proliferative proc- 
esses, the possibility certainly exists that these may go 
on to the development of true tumors.” Although doubt- 
ful as to the relation of a single trauma to cancer for- 
mation, it was his belief that patients should be given 
the benefit of the doubt when there is a question of de- 
cision in an insurance case. However, he conceded that, 
from his experience, carcinoma of the testis. is fre- 
quently caused by a single blow. We, in turn, must 
concede that what may be true of one part of the body 
may be true of other parts. 

In her experience with 1,301 indisputable neoplastic 
growths in mice, Maud Slye”* noted under observation 
51 at sites of recorded gross traumas. Many more of 
the neoplasms revealed may have developed as a result 
of trauma, she states, not recorded, such as fighting, in- 
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juries in cages, etc. The neoplasms occurred practi- 
cally at every area where wounds are possible. In most 
of the cases reported, hereditary predisposition was a 
factor, in her opinion. The theory of hereditary pre- 
disposition, when applied to the human subject, is de- 
nied, it must be remembered, by the vast majority of 
workers in the cancer field. 

That “The causal relationship between trauma and 
cancer should be determined by a careful and judicial 
study of all the facts bearing on such relationship and 
quite independent of preconceived opinions” is the con- 
viction of Coley*’. He presents 181 cases of sarcoma 
of bone with definite history of antecedent injury. In 
70% of these cases the tumor developed within the first 
six months, and in 38% within the first month of the 
receipt of the trauma (in an article just published** he 
brings his total to 280 such cases). Of a series of 100 
cases of breast cancer, 42.33% were due to trauma. 
Coley”® concludes “That a single local injury may be the 
direct exciting cause of the development of a malignant 
tumor of practically all histological types can no longer 
be denied,” and that the majority of authorities who 
oppose trauma as a causative factor are pathologists, 
most of whom believe that cancer is of intrinsic origin. 
However, the clinical surgeon, asserts Coley, is primar- 
ily interested in the patient and his history. Very 
often when a patient presents himself, he has no knowl- 
edge that a malignancy is present ; he knows that he has 
a mass at the site of the original injury but, continues 
Coley, the men opposed to trauma theory often state 
that a tumor was present before the injury and was 
not noticed by the patient. He believes that occasional 
cases may be explained by this argument, but that there 
are too many on record to accept them all as mere co- 
incidence. 


Wainwright®, who writes that in an analysis of 418 
cases of carcinoma of the male breast he found many 
with alleged trauma as the cause, quotes J. B. Murphy 
as having stated that “Carcinoma is very frequently the 
sequence of a mild trauma of single occurrence. It is 
the only place in the body (male breast) where this is 
so.” Wainwright cites Lane-Claypon of the British 
Ministry of Health, who, after a study of 500 breast 
carcinomas in women compared with 500 non-malignant 
breast diseases, concludes that there is a close relation- 
ship between an injury and the subsequent development 
of malignancy. 

In 100 consecutive cases of carcinoma of the breast 
observed at the Presbyterian Hospital in New York, 
McWilliams*! stated that 44.6% gave a definite history 
of antecedent trauma. Based upon a study of 500 ma- 
lignant tumors (23 sarcomas and 473 carcinomas) at 
the Bamberg City Hospital, Loenhard** found 6 carci- 
nomas and 9 sarcomas that could be definitely referred 
to antecedent traumatism and, in 3 of the former and 
4 of the latter, a single trauma was judged the cause, 
with definite evidence of the violence of the injury, at 
which site all the tumors developed. 

To quote from Willy Meyer**: “We are here prin- 
cipally dealing with blunt injuries in which the skin or 
mucous membrane remains intact. The first step, 
starting, in this instance, from the normal level, and not 
as before from the level of predisposition to cancer, is 
again the sustaining of a lesion, followed, also as before, 
by the immediate onset of the process of cleansing and 
repair as the second step. In the predisposed indi- 
vidual this process was found handicapped by the hy- 
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dropic condition of the tissue. In this severely injured 
normal individual the handicap is of a different nature. 
It consists, we believe, in the fact that the tissue detritus 
produced by the injury is so massive that the capacity of 
the organism for its removal and absorption is not equal 
to the demands; the cell detritus is too bulky for com- 
plete removal, and thus we arrive at the third step, the 
presence in healthy tissue of a larger or smaller body of 
crushed tissue, mixed with blood and tissue fluid. The 
fourth step is the lysis of this foreign body in the tis- 
sues, which can be considered as equivalent to the lysis 
of parenterally introduced living cells. The fifth step is 
the reaction of the general system to this process of 
necrobiosis.” Is it not possible, in addition, that there 
may be a disturbance of the cell chemistry as a result of 
the local changes? 

Du Bois ** is convinced that it is an established fact 
that repeated traumatism may give rise to cancer, and 
also that a single accidental traumatism may result in 
new formation in the absence of all precancerous affec- 
tions. The influence of traumatism is especially evi- 
dent, he states, in the development of connective tissue- 
vascular tumors. 

Blumenthal* attaches less importance to the gravity 
of the injury as such, than to the resulting sequele. He 
feels that the time interval between cancer origin and 
traumatism cannot be ascertained; it may extend up to 
a decade or longer. It is his opinion that a trauma must 
be considered a significant cause of trouble when the 
changes from the action of the injury until the forma- 
tion of the tumor do not completely subside. 

Chiurco*® cites Kocher as demonstrating 14 of 20 
sarcomas as the result of a single trauma, and 6 of re- 
peated trauma. Schad** collected 247 cases from the 


literature on the subject, which give prima facie evi- 
dence that a single traumatism has been followed by 
the development of malignancy, and that the mama is 
the most frequent site in men as well as in women. The 
external organs which are most exposed to trauma were 
affected more frequently in this series than in the gen- 
eral population. 


The foregoing brief review of the general trend of 
opinion gives an idea of the controversial aspects of this 
vitally important question. Innumerable cases are cited 
throughout medical literature in which there is clear 
sequence from the receipt of an injury to the formation 
of atumor. There are some who say, arbitrarily, that 
the trauma factor in malignancy must be definitely dis- 
counted but, if thus or so occurs, in such cases there is 
a possibility that the injury is the cause of the neoplasm. 
The opinions of those who refuse to convict a trauma 
on any count, are based on theoretical arguments almost 
impossible to prove: Predisposition, diminished immu- 
nizing activity, receptivity of the medium, prior pres- 
ence of an unsuspected growth, and the finding on au- 
topsy of cancers that had not given any symptoms and 
had not been discovered during the individuals’ life- 
time. 

The author believes that while in some cases these 
arguments may be accepted as fact, there are too many 
instances of malignant neoplasm following an injury in 
persons previously apparently perfectly healthy, to at- 
tribute the majority of them to any of the foregoing 
causes. The processes started by a single trauma may 
result in changes of the normal structure of a gland or 
of tissues in juxtaposition to it, and be followed by an 
irritating scar with a cancer as its sequel. This may be 
deepseated as, for example, an organized blood clot in 
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the breast; the initial swelling, tenderness, and any ec- 
chymosis may disappear but, deep in the structure, the 
fibrin forming part of the blood with the torn tissues 
may amalgamate into an irritating scar. At that point 
cancer may, and does at times, occur. In a personal 
letter recently received from Dr. James E. Davis, Pro- 
fessor of Pathology of the Detroit School of Medicine 
and Surgery, he writes with reference to hepatic cirrho- 
sis: “You will notice that a very noticeable percentage 
of these cases become carcinomatous. There seems to 
be no reasonable reason why, in the case of loss of 
parenchyma and replacement of connective tissue fol- 
lowing the effects of some outstanding toxic or inflam- 
matory factor, such as may obtain in this disease, we 
do not have the same fundamental irritative factors 
present that so often precede malignancy in other 
tissues.” 


Twenty-five years ago, impressed with the importance 
of the subject of this paper, the author determined to 
keep accurate records of patients suffering with cancer, 
particularly when there was any question of trauma, 
seen by him in hospital, clinic and private practice. In 
the interrogation of many hundreds of such cases dur- 
ing these years, he has been careful to negate, as far as 
possible, any psychological element or post fact evi- 
dence of a relationship of a preceding injury to the 
cancer. At the time of the World War his book, “The 
Cancer Problem,” was published, and in it the impor- 
tance of this whole matter was stressed. In each of 
the editions since, in some five foreign languages, new 
material has been included and the subject of cancer 
following a traumatism has received added considera- 
tion. However, it will be left for the next English edi- 
tion, which is in process of preparation, to cover 
this field more fully to date, and to present the author’s 
accumulated statistical data and individual case reports. 
In this present paper he merely wishes to state that in 
a considerable number of the cases personally observed, 
the French postulates have been met, and that he has 
been forced to the conclusion that in the event of a 
single blow on the breast, for instance, followed by 
pain or tenderness and with or without ecchymosis in 
the area, with the formation of a mass that remains to 
become an irritant in the gland structure or in the nearby 
tissues, there is proof beyond a reasonable doubt that 
the trauma may be considered the competent, producing 
cause of a resulting neoplasm. This sequence of events 
seems logical and reasonable and, as opposed to it, it 
would appear that there should be difficulty in a court 
of law to prove a diminished immunizing activity of 
a given area in a person seemingly normal prior to the 
injury, or a predisposition or hereditary taint in a dis- 
ease in which these are mooted questions and consid- 
ered inconsequential by many authorities. Our insur- 
ance companies to date do not take any cognizance of 
the hereditary theory in cancer. An applicant for in- 
surance is not turned down because of cancer in his 
family, nor is his premium increased. 

The author realizes, naturally, that all blows do not 
result in cancer, and that all cancers at the sites of 
injuries may not be the results of the traumas, but in 
numbers of the cases which he has observed, where 
there are definite steps from the injury to the tumor, it 
is his opinion that the finger of proof points directly to 
the trauma, as such, as the cause of the subsequent 
malignancy. 

(Concluded on page 140) 
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Movable Kidney 
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Brooklyn, N. Y. 


ENTLEMEN: The increasing use of pyelo- 


grams in the last ten years has put the. under- 
standing of the consequences of even slight de- 
grees of displacement of the kidneys on a different basis 


Pa ae | 


Plate No. 
ureter; 


1.—Ptosed Kidney; kink in 
hydronephrosis. 


from our former ideas. A few years ago we regarded 
only as of importance those kidneys whose mesonephron 
permitted a free excursion in the abdominal cavity. To- 
day we know that the kidneys with only a slight degree 
of displacement or ptosis are much more frequent and 
cause symptoms more marked in many cases and more 





Plate No. 2.—Hydronephrosis and aplasia of kidney. 


serious complications in the long run than the cases of 
true floating kidney. 

As the kidney drops down from its normal position, 
it carries the ureter with it, and causes a bend or kink 
which interferes with the outflow of urine. If, in addi- 
tion, a spasm of the ureteral muscle or a local conges- 


Clinical lecture given at St. Peter’s Hospital, Brooklyn, N. Y 


tion of the ureteral mucous membrane takes place, the 
flow of urine through the ureter may be entirely shut 
off. 

Another incident attending displacement of the kid- 
ney in some cases is a rotation of the kidney on its axis 
which causes a twist in the ureter (a half corkscrew 
turn), which acts in the same way by partly closing the 
lumen of the ureter. To illustrate my meaning, let me 
present this young woman, 36 years of age. 

In August of 1931 the patient had pain in the blad- 
der region which lasted one week. Last night she had 
a recurrence and complains now of pulsating pain in 
that region. 

Examination of the pelvis proved negative. Urolog- 
ical examination—Flat plate showed the right kidney 
to be dropped downwards. For diagnosis, however, we 
must depend upon the pyelogram and ureterogram, 
which showed a distended kidney pelvis, holding 20 c.c. 
of fluid, flattened calyces and the ureter carried down- 


Plate No. 3.—Kink in ureter, nephrotomy. 


wards by the descent of the kidney and bent over into 
an S-shape before entering the pelvis of the kidney. 

I advised decapsulation and fixation in the hope of 
straightening the ureter and improving the drainage, but 
she left the hospital without operation. 

In the case presented, we have the important features 
of ptosed kidney demonstrated-—— 

First—The ptosis of the kidney. 

Second—The bending of the ureter. 

Third—The imperfect drainage of the kidney pelvis 
and its distention. 

Fourth—The spasmodic attacks of pain from over- 
distention of the kidney pelvis. 

These are the prominent features in all cases of ptosed 
kidney. 

a 


The next four patients that I present are all similar 
in renal pathology and in the complaints caused thereby. 
In all these cases you will note the increase in the 
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accumulation of urine in the pelvis of the kidney, so 
that the calyces are entirely obliterated and the pelvis is 
converted into a large sac filled with urine. 

All these four patients are men, which is unusual, 


Plate No. 4.—Hydronephrosis; nephrotomy. 


since it is mostly women who are affected in this way. 
The symptoms of all the patients were similar. Pain 
was severe, intermittent in character, in the back and 
loin, shooting down into the testicle in every case; usu- 
ally frequency of urination; in one patient hematuria 
was noted. 
In making the diagnosis one’s first thought is of renal 


Plate No. 5.—Hydronephrosis and kink in 
ureter. 


calculus, for patients suffering from kidney stone com- 
plain of the same severe spasmodic pains in the back 
and flank, and the pain in renal colic is caused by the 
same mechanism, namely, a distention of the kidney by 
retained urine which causes pressure within the kidney 
pelvis. As soon as the pelvis empties itself partly, the 
pressure is relieved and the pain subsides. 

Patients with dropped kidneys, kinks in the ureter, 
and retention of urine in the kidney pelvis are, no doubt, 
accountable for many of the cases in pre-x-ray days 
where renal calculus was diagnosed from the history 
and the dismayed surgeon had no stone to show to the 
patient’s family after nephrotomy. 
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The next step in the pathological progress of the dis- 
ease is infection with various microérganisms, most usu- 
ally the colon bacillus, and the simple hydronephrosis 
becomes converted into a pyonephrosis with chills, fever 
and other symptoms of septic absorption. 

In the case of H. S., the infection was acute and 
yielded to drainage of the kidney pelvis with an inlying 


6.—Acute pyelitis; ptosed Kidney; twist in ureter; 
retained catheter in ureter; pelvic lavage. 


Plate No. 
ureteral catheter, combined with lavage of the kidney 
pelvis and intravenous medication. 

The next patient, Mrs. G., was not so fortunate. 
When she entered St. Peter’s Hospital, the kidney was 
displaced into the pelvis. The urine obtained from the 
left kidney by catheter was heavily loaded with pus and 
its function was completely absent, as shown by no re- 
turn of the indigo carmine. She had been suffering 
from chills, fever, and marked cachexia. 

At operation the kidney was found lying in the pelvis 
surrounded by a mass of cicatricial tissue, from which 
it was removed by intracapsular enucleation. She made 
a good recovery and is doing her housework today. 


Plate No. 7.—Pyonephrosis; nephrectomy. 


Mrs. H. presents a similar picture. The kidney 
showed a considerable degree of displacement, and the 
condition was aggravated by a stone which was impact- 
ed in the lower ureter. The case was further compli- 
cated by a large calculus which filled the entire pelvis 
of the other kidney, but which was giving rise to no 
symptoms and not interfering materially with the uri- 
nary secretion from that side, as the indigo carmine 
came through in five minutes, while there was no secre- 
tion of urine from the hydronephrotic side. The pa- 
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tient was suffering from a profound toxemia, and relief 
was imperative. On account of her condition, we de- 


cided that only the simplest operative procedure could 
be employed. The hydronephrotic kidney, therefore, 
was exposed by an incision in the flank and punctured 
with a large trocar, and eight ounces of stinking, puru- 
lent urine were withdrawn and a drainage tube was in- 
serted into the kidney pelvis. 


The patient made a rapid 


























left 
Pyo- 
nephrosis and destruction of right kidney; 
Stone impacted in right lower ureter; rig! t 
nephrotomy; recovery. 


8.—Dendritic calculus in 
function. 


Plate No. 
kidney; no pain and 


recovery and in two weeks she was up and about the 
ward. 

As to the subsequent course: It will be necessary to 
keep the wound in the kidney open and draining, and 
if the kidney does not stop secreting urine in time and 
becomes converted into a mass of scar tissue without 
urinary function, as may well take place, a secondary 
nephrectomy may be considered at some future time. 
As the dendritic calculus in the remaining kidney is 
silent and causing no symptoms, we shall leave it undis- 
turbed until some definite indication for its removal pre- 
sents itself. 





Plate No. 9.—Aplasia of Kidney; kink in 
ureter; 


nephrectomy. 
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In closing these few remarks about movable kidney 
and the various pathological consequences which attend 
it, I wish to show one more phase of the results. 

Mrs. B. complained for years of attacks of pain in 
the flank and side which resembled attacks of kidney 
or ureteral stone. The x-ray picture, as you see, is 
negative for stone, but the kidney is displaced and hy- 
dronephrotic, and its secretion was nil, as shown by the 
absence of indigo carmine. 

At operation the kidney was found to be very small 
and displaced downwards, with a large pelvis and oblit- 
erated calyces, and the secreting parenchyma was the 
seat of pressure atrophy from the long continuance of 
the intra-pelvic pressure, or, in other words, the kidney 
had undergone a complete aplasia. As it was of no 
value as a secreting organ, a nephrectomy was done and 
the patient has been perfectly free from her distressing 
attacks since then. : 
32 Schermerhorn, Street. 





Prostatic Problem: Review Based on Developments of the 
Past Three Years 


OswaLp Swinney LowsLey, New York (Journal A. M. A., 
Dec. 2, 1933), believes that vesical neck resection has a definite 
place in the armamentarium of the profession for dealing with 


certain types of enlargements at the vesical orifice. In fact, 
the new instruments recently developed have materially widened 
the scope of the Young punch. When successful, this pro- 


cedure is economical for the patient and gratifying to lis phy- 
sician. It is unwise to attempt this procedure on massive 
adenomatous prostates. It is particularly illogical and improper 
to remove partially a prostate filled with pus which is being 
absorbed because of the fact that the tubules are sealed off, 
and it becomes a serious focus of infection. On the other hand, 
it is ideal for patients suffering from carcinoma of the prostate, 
small projections from the floor of the vesical orifice and 
fibrous bars. This operation is far from being an office pro- 
cedure; the avalanche of statistics seems to indicate that many 
patients are being operated on who do not need it. It is just 
as important to safeguard a case suitable for vesical neck re- 
section as any other prostatic case. All the usual preoperative 
tests and maneuvers for improving the patient’s general physi- 
cal condition should be performed. Patients on whom vesical 
neck resection has been performed are subject to various com- 
plications (incontinence, hemorrhage, pelvic cellulitis, periton- 
itis, epididymitis and recurrence). The mortality rate in the 
author’s series of eighty-nine cases was 1.11 per cent, which 
is approximately the same as that of his suprapubic prostatec- 
tomies. The lowest mortality rate, 4.8 per cent, occurred in 
his series of 535 perineal prostatectomies for benign adenomas. 





Health Hazard of Amebic Dysentery: Report of an Outbreak 


Herman N. Bundesen, Isaac D. Rawlings and William I. 
Fishbein, Chicago (Journal A. M. A., Nov. 18, 1933), report an 
outbreak of amebic dysentery among employees and guests of 
several hotels and eating establishments in Chicago which be- 
came manifest in August. The great majority of the persons 
patronizing the hotels were nonresidents of Chicago. Frequent- 
ly, those infected had returned to their homes before symptoms 
became apparent. A questionnaire was sent to the out-of-town 
guests of the hotel chiefly concerned. Of 22,000 questionnaires 
sent, approximately 3,490 replies have been received, among 
which 180 persons reported illnesses. Of these, sixty-nine were 
positively diagnosed as having amebic dysentery, twenty-three 
were reported as suspected of having amebic dysentery, and 
eighty-eight were reported as having disorders other than ame- 
bic dysentery. Among the disorders listed were ulcerative 
colitis, mucous colitis and appendicitis. The authors present a 
table that shows the number of cases occurring in various cities 
in which a diagnosis was definitely made by laboratory methods. 
All these persons gave a history of having eaten at the hotels 
and later developing amebic dysentery. The authors point out 
the fact that all food handlers who have a history of amebiasis 
should be examined once a month for four months and there- 
after every six months for the rest of their lives. This is ad- 
vocated because two of the food handlers discovered to be har- 
boring the ameba in this outbreak were also carriers of ameba 
in 1927. Repeated stool examinations were negative for the 
ameba for many months in these two persons but the organisms 
reappeared years later. 
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A Clinical Interpretation of Cardiac Asthma 
With A Therapeutic Suggestion 


CuHaRLEs S. Danzer, M.D., F.A.C.P. 


VISITING PHYSICIAN TO THE CUMBERLAND HOSPITAL AND THE BROOKLYN CANCER INSTITUTE OF THE DEPARTMENT OF HOSPITALS, 
CITY OF NEW YORK 


Brooklyn, N. Y. 


the necessity for a revision of some of our 
present views on heart failure and its treatment. 
Since the work of Eppinger and his associates, it seemed 
likely that certain cardiac disorders, such as cardiac 
asthma. are attended with an increased systolic output. 


RR te ne studies on the circulation have indicated 


Fig. 1 (After Holman) 


A-—-Size of _the heart im a case of arteriovenous aneurism before 
7 3—The reduction of the cardiac outline after severing the 


operation. 
aneurismal link. 


This implies an enhanced venous return-flow to the 
heart (Starling’s Law), a fact which has been proven 
experimentally by Eppinger, Papp & Schwartz’. 

Such a view is obviously a radical departure from 
the conventional one according to which heart failure 
depends on a reduced cardiac output. The old Welch- 
Cohnheim theory of pulmonary edema (which at times 
complicates cardiac asthma) regards left ventricular 
enfeeblement, with a decrease in its output, as the 
significant factor in this form of heart failure. The 
right ventricle is said to pump the blood at a normal 
rate into the lungs, but the left ventricle fails to carry 
it away effectively so that pulmonary engorgement and 
edema ensue. Other investigators, however, have been 
unable to verify these assertions. 

To explain the paradoxical association of the obvious 
capillary stagnation with an increased cardiac output in 
cardiac asthma, one might assume the existence of 
short-circuiting passages connecting the arteries directly 
with the veins, thus circumventing the capillaries. 
These vessels have actually been found and have been 
termed “derivatory channels” [Fleisch?, Von Reck- 
linghausen*]. They resemble the capillaries in so 
far as they are not functionally active at all times but 
open and close in response to altered physiological de- 
mands. From the knowledge at hand it is possible that 
the derivatory channels become patent under certain dis- 
turbances of the circulation. When the capillaries are 
short-circuited, the tissues supplied by them suffer a 
lack of oxygen which, in the case of the medulla, must 
induce violent air-hunger. 


The distinctive features of cardiac asthma are: 

(1) Sudden dyspnea. 

(2) Facial pallor (rather than cyanosis). 

(3) Distension of the veins in the neck. This sign 
is especially significant if present in the upright 
posture. 

Swinging (throbbing) of the arteries in the 
neck, head or arms. 

Occasionally a demonstrable enlargement of the 
right side of the heart (right auricle) with a 
systolic precordial bruit. 

Redness of the venous blood because of- the 
failure of the arterial blood to release its oxygen 
in the capillary bed. 

The surge of arterial blood directly into the veins 
results in a dilatation of the right auricle. If the dis- 
turbance continues, the right heart discharges more 
blood into the lungs and, if the capillaries are damaged, 
hence permeable, pulmonary edema will result. 


(4) 
(5) 


(6) 


Fig. 2 
(Modified after Holman) 


Schema of circulation following production of arteriovenous fistula 


The pathophysiological disorder bears a close re- 


semblance to that in arteriovenous aneurism. The 
clinical and experimental studies on this condition bv 
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Emile Holman‘ have thrown considerable light on 
the symptomatology and mechanism of cardiac asthma. 
He has shown that certain signs, ordinarily considered 
diagnostic of heart failure, were simply the result of an 
abnormal connection between a large artery and vein. 
Symptoms such as palpitation, violent pulsations of the 








Right Auricle 
Right Ventricle 








Semi-schematic drawing of the heart as seen at the autopsy 
of case A. D. 


Figure 3. 
heart and arteries, cardiac enlargement, systolic mur- 
murs, and symptoms of cerebral anemia (vertigo and 
syncope) could be removed by severing the abnormal 
connection between these vessels. Almost immediately 
the violent cardioarterial throbbing stopped and in a 
few weeks the cardiac dilatation (resulting from the 
spurting force with which the arterial blood entered the 
right heart) disappeared and a normal circulation was 
re-established. . 

The similarity between Holman’s observations on 
arteriovenous aneurism, and mine on cardiac asthma, is 
striking. , 

A case observed at the Cumberland Hospital will bear 
this out and may help clarify the mechanism of cardiac 
asthma and pulmonary edema. 

A. D., a colored woman of 59, complained of dyspnea, 
orthopnea, weakness and swelling of the legs for two 
and one-half years. In the past six months she had 
been getting nocturnal attacks of cardiac asthma. Her 
blood pressure six months before was 180/110. After a 
stay of several weeks in the hospital, she improved. 
Two and one-half weeks ago she was readmitted to the 
hospital because of a return of the original symptoms. 
The findings were essentially those of the former ad- 
mission except that the blood pressure had fallen to 
114/108. On the morning of December 21, 1931, after 
a few days of apparent well-being, she suddenly com- 
plained of breathlessness and became cyanosed. Ex- 
animation by the house physician disclosed rales at the 
a4 of the lungs and within a few minutes the patient 

1ed., 

The autopsy disclosed the following: 

Right auricle occupied almost one-half of the anterior 
surface of the heart; the circumference of the right au- 
ricle measured 15 cm., that of the left auricle 12 cm. The 
left ventricular lumen had a circumference of 11 cm. 
and the wall was 22 mm. in thickness. The right ventricle 
was 8 mm. thick. The coronary arteries were patent, the 
walls were slightly thickened, but no thrombi were 
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found within them. The aorta showed atherosclerotic 


patches, especially in the abdominal portion. The lungs 
were free from thrombi but were moderately edematous. 

From the facts available, I believe that the immediate 
cause of death was probably ventricular fibrillation. In 
no other way can I explain sudden heart death in cardiac 
asthma with patency of the coronary arteries. 

The significant finding, here, was the predominant 
enlargement of the right auricle in a case of cardiac 
asthma. Thus a series of individual links of evidence 
has been presented to show that the increased flow of 
blood to the heart and lungs is the crucial pathophysio- 
logical disturbance in cardiac asthma. 

It follows, therefore, that a simple way to check the 
venicardiac overflow would be by mechanical com- 
pression of the large veins in the four extremities. This 
was attempted by means of tourniquets applied in the 
usual manner. The results at first were disappointing, 
because the degree of constriction around the extremi- 
ties was uncertain, a matter of considerable importance. 
If too tightly applied, both arteries and veins were ob- 
structed and dyspnea and restlessness increased, prob- 
ably because of the increased resistance to the work of 
the left ventricle. 

If the tourniquets were too quickly removed, dis- 
tressing symptoms such as palpitation and a feeling of 
impending collapse resulted. The gush of blood back 
to the heart and lungs was then too sudden to pass 
without unpleasant symptoms. 

It was therefore necessary to gauge the amount of 
constriction of the extremities and release the com- 
pression gradually. This was accomplished by arrang- 
ing four blood pressure cuffs in a series with a (Tycos) 
diaphragm-manometer and an insufflation bulb. The 
cuffs were filled with air until the manometer registered 
the diastolic pressure (80 to 110 mm. Hg.). This was 
maintained for 10 to 15 minutes and the pressure in 
the cuffs was reduced slowly and consecutively. <A 





reduction of 5 mm. pressure in one cuff at a time may 
serve as a working rule. 

With this technique, the results in many instances 
were gratifying, in fact occasionally it appeared as 
though a life had been saved by this procedure. The 
patients that responded best were those with cardiac 
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asthma, pulmonary edema of cardiac origin, pneumonia 
complicated by dyspnea, and angina pectoris. There is 
no need to present individual cases as this has already 
been done in my previous writings. Suffice it to say 
that I have used the method for five years with good 
results and these have been abundantly confirmed by 
others who have tried it. 

It will be seen in the diagram (Fig. 4) that there is 
a reduction in the cardiac outline simultaneous with 
the swelling of the veins in the extremities when the 
Venostat is applied. This effect is similar to Holman’s 
following ligation of an arteriovenous fistula. 

I would like to emphasize another point about the 
results in cardiac asthma. These have been so uni- 
formly good, that I have used the therapeutic response 
as a diagnostic test to differentiate this condition from 
other types of asthma, with which it may be con- 
fused, namely, bronchial asthma, bulbar or cerebral 
(angiospastic) dyspnea and pseudoasthmatic coronary 
thrombosis®. 


The method recommended in this communication, 
though based on recent studies, is really a very old one, 
and may be considered a revival. It was first applied 
by Chrysippus of Cnidos, a contemporary and country- 
man of Hippocrates. The former lived about 380 B. C., 
and was the teacher of Erasistratus, the learned man 
of the Alexandrian Era®, It was later used by Tornai 
and Plascuda and in modern times by Lilienstein and 
Engel’, 

Summary: In this paper, an attempt has been made 
to show that the dominant mechanism in cardiac asthma 
is an increased blood-flow to the heart. This disturb- 
ance may also induce angina pectoris. Cardiac asthma 
and certain forms of pulmonary edema and angina 
pectoris may be helped by shunting the blood in the 
venous reservoirs of the extremities with an instrument 
called the “Venostat.” 

The clinical picture of cardiac asthma has been 
sharply defined. 

BIBLIOGRAPHY 
1 Eppinger, Papp and Schwartz: Uber das Asthma Cardiale, Springer, 


Berlin, 1924. 
? Fleisch, A.: Handb. d. norm. u. pathol, Physiol. 1927, Vol. VIII/2, 


‘3 Von Recklinghausen, H.: Neue Wege d. Blutdruckmessung. Springer, 
Berlin, 1931, P. 230. 


olman, E.: Archives of Surgery, 1923, Vol. VII, P. 64; Heart, 
1924, Vol. XI, No. 4, P. 337; Annals of Surgery, 1924, December, P. 801. 
® Danzer, C. S.: Proc. . for Exp. Biol. and Med., 1927, Vol. 
XXIV, P. 588; Annals of Internal Medicine, 1928, Vol. II, P. 239. 
*Edens, E.: Med. Klin., 1923, P. 659. 
* Engel, S.: Klin. Wochen., 1922, Vol. XXIV, P. 1238. 


216 Clinton Avenue. 





The Réle of Trauma in the Production of Cancer 
(Concluded from page 134) 


The following conclusions offered by the author are 
founded upon his experience in the cancer field. 


Conclusions 


_1. The relation between trauma and cancer produc- 
tion is a medicolegal question of considerable interest 
and importance from the standpoint of industrial and 
other compensation. 


2. It also has a bearing on the study of cancer eti- 
ology and is of real concern to the patient. 

3. While there is wide divergence of opinion as to a 
causal relationship, the majority of those who contend 
to the contrary are pathologists who rarely deal with the 
patients directly, during life. 
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4. It is conceded by many that the surgeon, with the 
full facts assembled before him—clinical history, signs, 
symptoms, and laboratory reports—is the one to make 
the decision in a given case, as to whether a neoplasm 
which follows a trauma is the direct result of the injury. 

5. It seems evident that no definite time limit can be 
set between the receipt of a trauma and the onset of 
neoplastic formation. 

6. While a latent tumor may be brought into symto- 
matic prominence by a blow, it cannot be adduced that 
all tumors which appear following an injury have merely 
been waiting for an opportunity to announce themselves, 

7. When there is clear sequence of events—normal 
individual, injury, neoplasm, and the French postulates 
are met—the burden of proof rests directly with the 
trauma as the exciting cause of the cancer. 
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Calcium and Phosphorus Studies: IX. Importance of Low 
Dietary Phosphorus in Treatment of Parathyroid Tetany 


Davi H. SHettinc and Morton J. Goopman, Baltimore 
(Journal A. M. A., March 3, 1934), treated two patients with 
parathyroid tetany with low phosphorus diets. tudies were 
made of the effect of calcium, magnesium, parathyroid extract 
and vitamin D on the concentration of calcium and inorganic 
phosphorus in the serum and on the excretion of these sub- 
stances in the urine. There are certain theoretical and prac- 
tical advantages of the low phosphorus diet. The low phos- 
phorus diet is also recommended in cases of renal rickets and 
nephritis with phosphorus retention. The low phosphorus diet 
may be used after thyroidectomies to prevent transient or 
permanent tetany, in renal rickets and in nephritis with phos- 
phorus retention. The use of high calcium diets for the treat- 
ment of nephritis with phosphorus retention was previously 
suggested by Briggs. 
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Medical Aspects of Amebiasis 





Henry F, Kramer, M.D. 


the subject of amebiasis by the recent outbreak 

at Chicago. Many reports have been published 
from different parts of the country as infested cases 
have returned home to come under the care of their 
own physicians. 

Many thousands traveled to the World’s Fair from 
our metropolitan area last summer so that the likelihood 
of meeting with this infestation is a very real one for 
all of us. 

It is only when epidemics like those of 1927 and 1933 
bring the subject into prominence that most physicians 
think of amebiasis at all as a cause for vague digestive 
disturbances. As a matter of fact it has been shown 
that a percentage of the population carry cysts or active 
amoebae even without symptoms. 

William James! of Panama believes that 5% of the 
people of the United States are infested with Endamoe- 
ba histolytica. Other authorities have made similar 
statements. Schaudinn? in 1893 found amoebae in 10 
out of 20 healthy patients after a purge of Carlsbad 
salts. Musgrave*® in 1899 found them in 4% of the 
people examined in the Philippines and in 70% of 
American soldiers in Manila. Wenjon* and O'Connor 
found 106 carriers in 1979 healthy men examined in 
Egypt. Dobell® believes that not more than 10% of 
persons who become infested with Endamoeba histolytica 
suffer to any appreciable extent from their infestation. 

Dr. Dudley Roberts® over 20 years ago was of the 
opinion that amebiasis was more common than generally 
suppesed. Working with him I remember spending 
hours over a microscope searching for motile amoebae 
in the scrapings obtained through a proctoscope from 
patients with diarrhea and success was not uncommon. 
Our recognition of cysts, however, was not so expert. 

As a formal paper this should include historical facts. 
These I will omit for they are easily accessible to an 
who are interested. As practicing physicians we wi 
to know what patients we are to suspect of having 
amebiasis, how we can be certain of the diagnosis, and 
then how to treat them. 

Mackie has observed that it is the large middle class 
who are most exposed to infestation, because the very 
poor do not travel but live in cities where the sanitation, 
water supply and food inspection are the best. The 
very wealthy, when they travel, usually secure the most 
modern sanitary protection. The middle class make 
frequent trips into the country, often staying at farm 
houses or camps with an outside privy and where flies 
are taken as a matter of course. It is through flies that 
cysts are transferred from dejecta to food—where the 
handler is not the definite purveyor himself. 

The incubation period is from 10 to 100 days. 


\ NEW significance and importance has been given 


_ Strong’ in Nelson’s Medicine groups cases of ame- 
biasis, according to severity, as follows: 
1. Mild or latent 
2. Acute onset 
3. Advanced or chronic form 
What determines the severity of a case is not known, 
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except the observation of Dr. F. W. O’Connor* of Co- 
lumbia University that the larger types of Endamoeba 
histolytica are the more pathologic. This has been sup- 
ported by the report of the average size of the amebic 
cyst found in the Chicago epidemic as 17 micra against 
the usual 10-15 micra. The motile form is as large as 
30 micra. Another factor may be personal immunity. 
This is suggested by Craig’s serum reaction. In dis- 
cussing symptomatology O’Connor considers the fol- 
lowing groups: 

1. No symptoms at all, or only a failure to gain 
weight. This is especially true in children. In adults, 
if symptoms are present, they may only complain of 
lassitude and abdominal discomfort, or slight intestinal 
disturbances with moderate diarrhea. The condition 
may never advance and these patients may be carriers 
for years or they may become acute at any time. These 
cases should have many stool examinations for cysts 
by a trained observer. Dr. Curren® reports 19 negative 
stool examinations on a suspected case with success on 
the 20th examination. This does not mean that 19 stool 
examinations are necessary in all cases of vague dyspep- 
sia, but only when the symptoms are strongly suspicious 
or where there is definite exposure to a known case. 

2. Then there is the amebic dysentery with classical 
symptoms. These patients have headache, nausea and 
chills. The frequent loose movements are accompanied 
by gripping pain. This abdominal pain is more pro- 
nounced than in the bacillary dysentery, although at 
times there is infection by both amoebae and the dys- 
entery bacillus. The stools are very numerous up to 
50 in 24 hours. There is fever, leucocytosis, and rectal 
and vesical tenesmus. Delirium has also been described. 
Great exhaustion follows with feeble heart, leading to 
cardiac failure, or there may be gradual improvement 
with the case subsiding to the chronic form. 

3. The chronic cases may have recurrent attacks of 
diarrhea with blood and mucus and some pain. The 
movements may be formed between attacks. There is a 
dull ache in the abdomen and back and at times an 
intense desire to defecate. Emaciation and anemia en- 
sue with soft muscles and a dry, yellow skin. Healed 
ulcers contract, causing strictures of the bowel. These 
— often succumb to a terminal infection of some 

ind. 

4. Then there are patients who have no complaint of 
diarrhea who on examination will show extensive ulcer- 
ation. The amoebae are most likely to be found in the 
streaks of bloody mucus. 

5. Finally there is the fulminating type of dysentery 
with cholera-like symptoms leading to gangrene of the 
gut, perforation and death. 


The amoeba attacks the mucosa and submucosa but 
usually finds the muscular layer a wall to further prog- 
ress. If this ‘were not so more cases of perforation and 
peritonitis would be reported. I have photomicrographs 
by James showing amoebae in the veins of the submu- 
cosa and in the lymph channels and even in the lymph 
follicles. The amoeba reaches the liver through the ven- 
ous system with the formation of liver abscess. The 
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fluoroscope helps in the detection of liver abscess by 
the lessened excursion of the diaphragm or the rough- 
ened shadow of the dome. Deep palpation over the 
liver or sharp percussion will bring out hidden tender- 
ness. The amoebae are not found in the pus from a liver 
abscess but in scrapings from its wall. The pleura, 
bronchi, skin and brain may Also be involved. 

The diagnosis of amebiasis is largely a matter of an 
expert eye and good microscope. The distinguishing 
features of the histolytica in relation to other types of 
amoebae, both in the motile and cystic forms, will be 
taken up by another speaker. If there are ulcers 
in the rectum the proctoscope will display a pathogno- 
monic picture of groups of pearly ulcers, pin-head in 
size. Scrapings from these will readily show motile 
amoebae if examined immediately on a warm stage. At 
first there may be some difficulty with the focusing, but 
once the plane is located many can be found. The cul- 
ture of material thus obtained now provides a ready 
method of diagnosis. The medium is a liver infusion 
of agar (Huddleston, Halsey and Torrey) with horse 
serum and rice powder. 

Examination of the stools for cysts should be repeat- 
ed many times. Lugol’s solution and hematoxylin aid in 
distinguishing the types. A mild saline cathartic will 
bring amoebae down from the higher bowel. The di- 
agnosis of amebic cysts should be attempted only by a 
properly trained observer. 


The treatment of amebiasis includes rest in bed and 
dietary restrictions. If symptoms are acute all food is 
withheld for a few Jays, and if food is given it should 
consist of barley water, egg albumin, milk with lime 
water, and thin broths. Also rice, tapioca, broth with 
vermicelli, coffee, tea and milk with thin buttered toast. 

As the patient improves a more liberal diet may be 
given of cereal gruel, rice, oatmeal, toast, scraped beef 
or mutton, chicken paste, milk soup with puréed vege- 
tables such as spinach or potato, milk puddings, eggs 
poached or soft boiled, sponge cake and cottage cheese. 

The chemotherapy of amebiasis has been the subject 
of much study and experimentation recently, so that a 
number of remedies are advocated. I have had experi- 
ence only with ipecac, emetine hydrochloride, bismuth 
subnitrate, stovarsol and chiniofon (introduced as 
yatren). Ipecac® was the remedy used 20 years ago in 
30-grain doses administered in coated pills. 

Stovarsol’® is an arsenical which carries the danger 
of overdosage and poisoning. It is recommended in 250 
mg. tablets t.i.d. for a week. Poisoning is evidenced by 
lower abdominal cramps, edema and erythema of the 
skin. One of my patients received this treatment at 
Battle Creek with relief after I had given him a course 
of emetine unsuccessfully. I know of another case 
which developed symptoms of arsenic poisoning. This 
product is also known as acetarsone. A similar drug 
known as carbarsone™ (Eli Lilly and Company) is said 
to be superior to acetarsone. 

Stovarsol has prevented development of the amoebae 
in a human subject artificially infested. It is said to be 
especially valuable in young children with cardiac le- 
sions. 

The bismuth subnitrate treatment has been advocated 
by Wm. James" and W. E. Deeks. It is given in tea- 
spoonful doses (180 grs.) in water or milk every three 
hours night and day. When the stools become fewer and 
the tongue becomes clean the number of doses is reduced 
to four daily. In chronic cases the 3-4 doses daily are 
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continued for two or three months after convalescence 
is established. The emetine hydrochloride treatment is 
sometimes combined with the bismuth treatment out- 
lined. 

Emetine hydrochloride is most useful in the very 
acute cases for rapid effect in the relief of symptoms 
and in the liver abscess cases. It may obviate the neces- 
sity of operation. The dosage is quite important. The 
maximum amount to be used with safety is 12 grains 
over a period of 12 days; more will produce poisonous 
symptoms. A few years ago it was my privilege to see 
a case where a second course of emetine treatment was 
begun a week after the first was completed. Soon 
symptoms of poisoning appeared. The first sign was 
weakness of the masseter muscles and the extensors of 
the back of the neck. There was difficulty in chewing, 
talking and swallowing and the characteristic falling 
forward of the head. This poison has cumulative prop- 
erties and it is a cardiac and a nervous depressant. 
Two cases of polyneuritis were reported in an Ar- 
gentine Journal following a second and third series of 
treatment. The interval had been 6 months in one case 
and a year in the other. Relapse is frequent after the 
use of emetine. 

Most authorities at the present time choose their rem- 
edy from the group known as the halogenated oxy- 
quinoline group of drugs. Johnstone, Reed and Leake" 
have studied this group and find a clinical cure in thirty- 
eight out of forty-seven unselected cases of human 
amebiasis using iodochlorhydroxyquinoline (vioform 
N.N.R.). According to them it is superior to sodium 
iodoxyquinoline sulphonate (chiniofon N.N.R.), intro- 
duced as yatren. This particular chemical is advocated 
by F. W. O’Connor* and T. T. Mackie'*. The latter 
found that 49 out of 51 cases remained free from 
symptoms and amoebae for 2 years, The administration 
is simple—4 pills orally three times a day for 8 days. 

Amebic abscess of the liver does not seem to be af- 
fected by this group given orally. The drugs of this 
group exercise a direct action on the parasites in the 
intestinal tract only. No unpleasant symptoms attend 
their administration. 


In conclusion it is well to repeat that there is much 
evidence to indicate a latent infestation with Endamoeba 
histolytica in a large percentage of the population, un- 
suspected by the people themselves and the profession 
at.large.. Any of these persons may dvelop an acute 
dysentery at any time and all are a menace to those 
with whom they come in contact. 
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Surgical Considerations in Amebiasis 
And Report of a Case 
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Brooklyn, N. Y. 


HE general term dysentery is applied to a num- 
ber of disorders marked by inflammation of the 
colon, and chiefly the result of infestation by 

the Endamoeba histolytica or invasion by various bacilli, 
such as the Shiga, Flexner, or Y-bacillus. Rarer causes 





Figure 1. Amebic dysentery. The white areas are superficial 
ulcerations. (From R. Bensaude.) 


of dysentery are infestation of the colon with the 
Schistosoma hematobium or with the 'Balantidium. A 
large number of cases of chronic ulcerative colitis in 
which a definite specific causal agent has not been iso- 
lated might be included in this group, for they may 
well be the result of secondary infection after the spe- 
cific cause has been eradicated. 

Tonight we are chiefly concerned with amebic dysen- 
tery. At this point I might say that for several years, 
Dr. Nerb, our bacteriologist at the Brooklyn Hospital, 
was practically a daily worker in our clinic with his 
microscope and warm stage, for, in every case present- 
ing colonic ulcerations, he made a search for Endamoeba 
histolytica right there. In addition, he now uses an- 
other technique, i. e., the culture method. It might not 
be amiss to add that a differentiation must be made 
between the Endamoeba histolytica and the Endamoeba 
coli; for the latter is often found and is not considered 
pathogenic to man. 

The lesions of infestation by the Endamoeba histo- 
lytica are most extensive in the cecum and sigmoid, al- 
though any portion of colon may be involved. The ul- 
cerations may be trifling, or the bowel may be so rot- 
ten as to have a moth-eaten appearance, but the de- 
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gree of pathology in the colon is no index of the pos- 
sibility of liver abscess. 

In some cases the edema and swelling of the bowel 
wall may be so great that a mass may be palpable on ab- 
dominal examination, thus leading to a possible error 
in diagnosis. 

During epidemics of this disease it is well to keep 
amebiasis in mind. A quiescent dysentery may flare 
up as the result of incidental surgery. This may be 
caused by preliminary purgation or manipulation of the 
intestines. Then again, dysentery may simulate various 
surgical conditions such as hemorrhoids, carcinoma of 
the rectum or cecum, appendicitis, tuberculous perito- 
nitis, intestinal obstruction, gangrene of the rectum, and 
cholecystitis. 

Any diarrhea may cause piles, and amebic dysentery 
is no exception. The symptoms of amebic dysentery 
may subside while the hemorrhoidal disease continues. 
Thus, during epidemics, inquiry into a history of dysen- 





Figure 2. Amebic dysentery. The pearly elevations marke! by the 
arrows are pathognomonic of this condition. (From R. Bensaude.) 


tery, and examination of fresh feces for cysts and 
amoebae should be routine in all proposed hemorrhoi- 
dectomies. Proctoscopic examination, of course, should 
be done at all times in any case of hemorrhoids for rea- 
sons that have been often repeated. 

As has been reported in the mass of recent litera- 
ture dealing with this subject, appendicitis may readily 
be simulated by dysentery. Dysenteric typhlitis of the 
amebic type, cecal perforation with local abscess, leak- 
ing hepatic abscess, and amebic hepatitis must be dif- 
ferentiated from primary appendicitis. In those cases 
demanding immediate surgery, patients will do better 
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if anti-amebic treatment is given simultaneously. When- 
ever possible a course of treatment should precede 
surgery. On the other hand, there are surgical condi- 
tions which may simulate amebic dysentery. Notable 
among these are intestinal cancer, intussusception, and 
renal tumors pressing on the descending colon. 

If the diagnosis is made early and proper treatment 
instituted there should be no surgical complications. 


t 





Figure 3. Ulcerative colitis. The ulcers are unusually large and deep. 
This condition must be differentiated from amebic dysentery. 
(From R. Bensaude) 


Some fulminating cases may go right on to perforation 
before the diagnosis is established; but this is not com- 
mon, The treatment of colonic perforation, which usu- 
ally occurs in the sigmoid, is the same as for perfora- 
tion from any other cause excepting that anti-amebic 
therapy takes a prominent part. Other complications 
are acute edematous localized colitis such as typhlitis, 
dysenteric appendicitis, extensive sloughing, hemor- 
rhoids, amebic fistulae, and rarely cicatrization and stric- 
ture of the colon or rectum. 

In dysenteric appendicitis, operation is indicated only 
if perforation is present. In extensive colonic slough- 
ing, ileostomy is indicated. 

The remote lesions resulting from infestation by the 
Endamoeba histolytica are hepatitis, abscess of the liver, 
lung, kidney, brain or spleen, and cystopyelitis. In 
recognized cases of amebiasis these lesions are very in- 
frequent. 

The treatment of liver abscess consists of giving a 
course of anti-amebic treatment, followed by evacua- 
tion, i.e., aspiration or drainage of the abscess, giving 
anti-amebic treatment simultaneously. 


To demonstrate the advisability of keeping amebiasis 
in mind, the following case, which was seen after the 
foregoing paper had been read, is briefly reported. 

History: Mrs. A. G., aged 30, born in the United 
States, white, a housewife, was seen on February 10, 
1934, complaining of rectal bleeding and anorectal pain. 

From time to time for the past fourteen months she 
had been having attacks of anorectal pain of varying 
severity accompanied by bleeding following the passage 


of stool. The bowels moved regularly and her stools 
were always formed. For the past two months there 
had been daily rectal bleeding, but the pain had not 
been severe. There had been no diarrhea. She visited 
Chicago in August, 1933. 

Examination: The patient was well developed and 
well nourished, and she was not acutely ill. The gen- 
eral physical examination was essentially negative. 
The urine and blood count were normal. 

Proctologic examination revealed perianal moisture 
and an active fissure of the anus posteriorly. The 
sphincter was found spastic, but no tumor nor indura- 
tion was palpable on digital examination. Proctv- 
sigmoidoscopy revealed a normal sigmoid but the entire 
rectum was found studded with minute ulcerations. 
Swabbing of the rectal mucosa caused bleeding. A 
marked cryptitis was present. 

Smears were made and cultures taken from scrapings 
of the ulcerations in the rectum, and Dr. Nerb reported 
the presence of cyst forms of the Endamoeba histolytica. 

She was admitted to The Brooklyn Hospital on 
February 12, 1934, where she was treated with chiniofon 
by mouth and neoarsphenamine as retention enemas. 
Two weeks after admission, smear and culture were 
negative for amoebae or cysts. Proctologic examina- 
tion at this time showed that the rectal ulcerations were 
replaced by a simple hemorrhagic appearance of the 
rectal mucous membrane. The fissure and cryptitis 
were healed. 

She was discharged from the hospital on February 
26, and returned to her physician for further observa- 
tion. 

Comment: This case demonstrates the necessity of 
using extreme caution in arriving at a diagnosis in 
anorectal diseases, especially during epidemics of 
amebiasis. The fact that this patient’s rectal bleeding 
and that the presence of the fissure antedated her visit 
to Chicago might easily have lulled one into a state of 
false security so far as infestation with the Exdamoeba 
histolytica was concerned. Surgery might have proven 
unfortunate. 

Since only the cyst forms transmit the disease, it can 
easily be seen that this type of patient is an unwitting 
menace unless her disease is controlled; and there must 
be many similar cases in our community. 

It has occurred to me that although the recent epi- 
demic has seemed to die down, and although amebiasis 
is present in only a small proportion of our population, 
one must be on the alert for carriers and those cases 
where symptoms can presumably be accounted for by 
non-specific medical or surgical causes. An examina- 
tion of the fresh feces for cysts and amoebae should be 
routine in all cases even remotely suggesting amebic 
infestation. 

80 Hanson Place. 


Dermatomyositis: Report of Case 


Joun C. McGarranan, Cohoes, N. Y. (Journal A. M. A. 
March 3, 1934), relates the progress of a case of dermatomyo- 
sitis with recovery. The outstanding features of the case are 
the preliminary influenzal type of cold, the low grade arthritis, 
the low grade febrile reaction, the eosinophilia, the inflam- 
matory process in the muscles of the upper and lower extremi- 
ties, the stiffening of the wrists, fingers and ankles with the 
involvement of the periarticular structures, the rash of slightly 
raised papules becoming confluent, the slow convalescence and 
the final difficulties due to scar contracture. The return of the 
percentage of eosinophilic cells to within normal limits in ap- 
proximately four weeks after the inauguration of treatment 
with an autogenous vaccine from the probable focus of infec- 
tion, together with the pronounced clinical improvement in the 
same period, suggests the possible value of this type of therapy 
in cases of dermatomyositis. 
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Certain Laboratory Aspects of Amebic 


Dysentery Infection 


Wane W. O iver, M.D. 
Brooklyn, N. Y. . 


LTHOUGH it is essential that one should 
possess a working knowledge of such Amoebae 
as Endamoeba gingivalis, Endolimax nana, 

lodamoeba butschlii, Dientamoeba fragilis, etc., yet 
for practical purposes the laboratory diagnosis of 
Endamoeba histolytica infection consists in differentiat- 
ing this amoeba from the parasitic Endamoeba coli. 

In the first place, we must remember that both 
Endamoeba histolytica and Endamoeba coli may exist in 
either one of two phases, 1) the vegetative phase and 
2) the cyst phase. 


VEGETATIVE PHASE 


The vegetative phase is the motile phase, in which 
reproduction occurs by binary fission. This phase of 
Endamoeba histolytica is most likely to be found in a 
diarrheal stool, and if fresh material is to be examined 
the following points should be observed: 

1) The preparation should be kept at body tem- 

perature. 

2) Preparations should be made from blood-streaked 
portions of mucus present in the stool. 

3) Depending on the consistency of the stool, the 
material may or may not have to be diluted with 
physiological salt solution. 

4) Locate amoebae first with low, dry lens, then 
study with high dry, and then by oil immersion. 

If such a diarrheal stool is up for examination look 
for an actively traveling amoeba in the fresh prepara- 
tions with the following characteristics: 

1) When rounded up, the Endamoeba histolytica 
measures from 20 to 30 micra‘in diameter 
(Endamoeba coli is, on the whole, smaller than 
Endamoeba histolytica). 

2) Endamoeba histolytica possesses an active motility, 
brought about by large, firm, finger-shaped, highly 
refractile pseudopodia (Endamoeba coli moves 
more slowly, and its pseudopodia are smaller, 
more rounded, more delicate, and not so highly 
refractive). 

The ectoplasm of Endamoeba histolytica is readily 
visible, is clear, and is readily differentiated from 
the granular endoplasm (the ectoplasm of 
Endamoeba coli is smaller in amount, is not so 
well divided from the endoplasm, and often can 
only be seen when the amoeba puts forth pseudo- 
podia ). 

The endoplasm of Endamoeba histolytica is granu- 
lar, often contains large numbers of red blood 
cells, but does not contain bacteria and other 
solid food particles (the endoplasm of Endamoeba 
coli is less granular, as a rule, usually does not 
contain red blood cells, but when it does in lesser 
numbers, is grossly vacuolated, and contains nu- 
merous food particles such as bacteria, yeasts, 
crystals, etc). 

5) The nucleus of Endamoeba histolytica is either 
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invisible in fresh preparations, or very faintly and 
indistinctly visible (the nucleus of Endamoeba 
coli is usually very distinctly visible in fresh 
preparations). 
RésuME 
If, in fresh preparations made from a diarrheal stool, 
an actively motile amoeba is found, with a clear, sharply 
differentiated ectoplasm and pseudopodia, and a granu- 
lar endoplasm which may contain red blood cells, but 
no large vacuoles with bacteria and other foreign ob- 
jects, report it as an actively motile amoeba, possibly 
Endamoeba histolytica. 


Cyst PHASE 
Before a positive diagnosis of Endamoeba histolytica 
infection is made by the laboratory, the characteristic 
cysts of this amoeba must be found, and identified. It 
is well to keep the following points in mind: 

1) The cyst is the only infective phase of Endamoeba 
histolytica. 

2) Cysts of Endamoeba histolytica will usually not be 
found in a diarrheal stool. They may, or may 
not, be found in a purged stool. 

3) As an usual rule, cysts are only to be found when 
the stool begins to form, and after it has formed, 

4) In examining formed stools for cysts, slide 
preparations, diluted with sterile physiological salt 
solutions, should be made from various portions 
of the stool. The round, glassy, or hyaline cysts 
of Endamoeba histolytica are less readily over- 
looked if a drop of Gram’s iodine solution is 
mixed with each fresh preparation that is made. 
The cysts will be stained a yellowish brown, and 
the characteristic nuclei of the cysts will be visible 
as colorless rings against the stained background. 
The cyst of Endamoeba histolytica characteris- 
tically contains four round nuclei, each with a tiny 
central karyosome. On the other hand, the cyst 
of Endamoeba coli characteristically contains eight 
nuclei. Lynch says:* “This simple mathematical 
proposition, so difficult to get across to medical 
laboratorians, is the most important thing in the 
diagnosis of amebiasis, and it 1s the sole conclusive 
point in the chronic case, practically considered.” 

6) A stool should be examined at least five or six 
times before it is pronounced negative. 


STAINED PREPARATIONS 
Stained preparations, at least ten or twelve in num- 
ber, should always be made for careful study of the 
nuclear and other structural details of Endamoeba 
histolytica. One of the best methods of staining is by 
Heidenhain’s iron hematoxylin method, with a light 
eosin counter stain. The vegetative phase of Endamoeba 
histolytica will exhibit a very light pink, or unstained, 
ectoplasm, a granular, deeper pink endoplasm, often 
with black staining red blood cells, and a spherical 
nucleus which shows a black, definite rim, with a black 

(Concluded on page 158) 
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Charles Jewett—Teacher of Teachers 
With Some Remarks on Portraits of Great Men in Medicine 


Rosert L. Dickinson, M.D. 
New York, N. Y. 


to stir the heart deeply. It arouses anew the old 

reverence and enthusiasm for the greatest teacher 
encountered, either in student days or in extensive clin- 
ical globe-trotting of a half-century. It arouses anew 
an old desire to urge systematic picturing, at the height 
of their powers, of the faces of the men who have 
greatly influenced their kind for noble ends, and thus 
help to carry on that influence. The penetrating keen- 
ness of the eye of a Skene, the striking dignity of a 
Jewett, the perfect poise of a Pilcher, the energy in the 
face of a Fowler, the determination of a Polak and the 
loving kindness of a Pomeroy may thus in some small 
measure be perpetuated. But it can only be so perpetu- 
ated provided adequate artistry has had fair opportunity 
to limn the living features. Photography seizes only a 
fleeting pose, often a self-conscious expression, but the 
artist, with more time, can incorporate many phases in 
one face if that artist is well-qualified for the work, and 
given a fair chance to know the sitter. 

Next in importance to choosing the time when char- 
acter has been graven on the face and before its features 
sag through age or illness, and next in importance to 
choice of portraitist, comes choice of form of portrait. 
In old days of palaces and galleries, portraits could be 
full length and life size. Then comes the sitting figure 
and last the bust alone, all done in oil, and set in mas- 
sive, gilded, carven frames. Such still is present prac- 
tice concerning men and women we delight to honor, 
even though houses are shrinking in size and gallery 
space becomes crowded. 

The question is timely, not to say insistent, whether 
this method will perpetuate the honor we seek thus to 
acknowledge. In a measure, yes. Insofar as large wall 
space is available, and available indefinitely, yes. Inso- 
far as a few are so great that wall space must be created 
for them or kept for them, yes, surely. But nome has 
so little knowledge of history as to think many person- 
ages will be accorded this space, or that the civil service 
test of time will not eliminate square miles of fame on 
canvas. We are driven then to consider whether or not 
one would prefer to honor teacher or operator or dis- 
coverer by a portrait more likely to hold its place on 
wall panel or in portfolio, through sacrifice, not of es- 
sentials, but of a bit of detail in color and form. 

Suppose for a very moderate expenditure of the time 
of the great man and of the cost of an oil painting one 
could get most of the character and charm of a sitter. 


Tes duty wherewith you have honored me is one 


Read at an open meeting of the Brooklyn Gynecological Society at the 
unveiling of the portrait of the former President of this Society and of 
the Medical Society of the County of Kings, May 5, 1933. 


Suppose some of the great portrait painters of the world 
had perfected a relatively simple method, a stenography 
of portraiture that delights all critics. Suppose among 
many of these painters we take Holbein as an example 
of method and plan and have made by his method, in 
colored crayon, life-size, or half life-size, the pictures of 
our leaders. On any wall, there would be room for 
these. In the budget of any medical group there would 
be funds for these; or else the family of the holder 
of the honor might have the privilege of meeting this 
expense, 

This, then, is my proposal: Every scientific society 
with a building of its own delegates to its historian or 
secretary the duty of collecting photographs of all its 
members and portraits of its surely great. I made for 
the American Gynecological Society its first member- 
ship album, and the American College of Surgeons is 
collecting photographs of its Fellows. The New York 
Academy of Medicine has a volunteer secretary who 
collects and indexes portraits of all the men of medicine 
it can secure. The Academy has an Art Committee, of 
which I happen to be Chairman, and the main tribula- 
tion of this Committee is hanging large oil pictures. 
Wherefore, I am forced to urge these matters upon the 
attention of this Society in time to prevent embarrass- 
ment of niches. 

The program suggested is as follows: 

1. Select for large portraits only the greatest men, 
such as we here honor tonight and have already hon- 
ored in this hall of the County Society. 

2. See that the artist is worthy of the sitter, which is 
occasionally not true. 

3. See that the portrait is done in the life-time of the 
sitter and we will not have, as we have in the entrance 
of this splendid building, a fine bronze that is totally 
unworthy as a portrait—through no fault of the artist. 

4. Order colored chalk drawings of the head, life- 
size, or half life-size, such as ‘are here shown of Rath- 
bun and Cardwell. 

5. If the first attempt fails, undertake further trial, 
since this is allowed by low cost. 

6. Consider the small bronze plaque as alternative. 

To conclude this part of my paper and relate it to its 
title, I might say that one of the services Charles Jewett 
has rendered is to oblige us to study for medical soci- 
eties a policy on portraits. 


Mastery of the learning of his craft, force in succinct 
and orderly presentation, balance in judgment and hew- 
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ing to the line—these grouped qualities of great- 
ness in Charles Jewett, teacher of teachers, the man we 
assemble to honor, are scarcely to be matched in your 
memory or mine. Oratory in its best sense in the service 
of science was his. Restraint was his effect. Yet he 
knew well how to run the gamut of emphasis and ever 
put first things first. When he was through, he stopped. 
Of few with talent for putting words together may one 
say this last word of praise. 

Who can forget all those medical meetings where, 
after all had been said and well said, the powerful figure 
with the massive head would rise and light the high 
spots in the jungle of the literature, and out of the maze 
of evidence that had been presented, set in order the 
few essential facts, exposing the kernel of the matter? 
What his contemporary and fellow citizen, that famous 
master of style, Richard Salter Storrs, was in the pul- 
pit, Charles Jewett was in the amphitheatre. One can 
only regret that his modest estimate of his powers pre- 
vented him from putting forward in books more than 
he was willing to publish. 

His impress lived on in his pupils. John Polak car- 
ried on directly in Jewett’s old bailiwick, and by his 
speaking far and wide; and George Ward and I tried 
to transmit this impress to outlying districts. A host of 
others had their minds sharpened by that steely intel- 
lect, which, being scientific, was keen and cold in de- 
cision, yet in the application of that decision, showed the 
flexibility of sympathy and the sense of individual need. 
Happily, his name, as well as his spirit, carries on among 
us here, and the spirit with the name. 

To Dr. William Jewett, I am indebted for many facts 
concerning his uncle. He aptly begins his own tribute 
to “The Governor” by recalling how in 1910, at 72, after 


30 active years of practice, he did the whole surgical 
duty of a man in the vigor of his prime on a given day, 


and fell next morning into unconsciousness. So would 


all of us fain pass. 
a 


The heritage was that of rural New England, with 
3radford, England, and Rowley, Massachusetts, and 
with 1639 as the background of the first American Jew- 
ett, and a Huguenot ancestry beyond that. Our own 
rugged individualist was born in 1839 in Bath, Maine, 
as one of eight children. His brother described their 
father striding across a field sowing corn, with four 
sons hoeing in line, while the farmer held forth on his- 
tory, on chemistry, on life at sea. This, as Will Jewett 
comments, was natural science. Charles helped in ship- 
yards after school with the building of famous clippers. 
Hunting, fishing and sailing were his play. It is good 
to know he once knew how to play—he who became our 
conspicuous work-addict. After his High School was 
over, on Mondays he tramped eight miles to Bowdoin 
College, where he earned his way, and Fridays tramped 
back again to the farm to help with the chores. 

Graduating in 1864, he taught school in Bath three 
years, his pupils often bearded*men, and the teacher 
always able to lick any into shape, as he started them 
toward a future, rural, mercantile or maritime, but in 
any case, being in New England, ever with a “ship” in 
the outlook, whether it be leadership, craftsmanship, or 
hardship. 

_ The M.A. degree was won in 1867. Jewett taught 
in New Hampshire, and later at the Adelphi Academy 
was Professor of Greek and Latin. Perhaps this was 
one secret of his elect vocabulary. He studied medicine 
at Long Island College Hospital, then at New York 
University, and was graduated at the College of Physi- 
cians and Surgeons (Columbia) in 1871 at 32. It is 
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to be noted that within eight years he was elected Presi- 
dent of this County Medical Society. His trusteeship 
here was held for twenty years. His professorship in 
obstetrics and children’s diseases came in 1880 at the 


Cuartes Jewett, A.M., ScD., M.D. 
(Photograph from a portrait by A. McColl Chase) 


time Alexander Skene was professor of gynecology. His 
two books were “The Essentials of Gynecology” and 
“The Manual of Childbed,” and he published many 
chapters in systems of medicine and many papers. ‘ 

Dr. Jewett was “a notorious reader.” In order to be 
free of interruption, yet do a full day’s work, he read 
at night. It was a tradition, which some obstetric night 
owling of mine can verify, that his study light did not 
often go out until two in the morning. Like Polak, and 
Fowler, and other omnivorous ones, he could always 
swiftly turn to his cerebral card-catalog. He was co- 
editor of the American Journal of Gynecology, editor 
of the Practice of Obstetrics published by Lea Bros., 
contributor of chapters to the Norris-Dickinson Amer- 
ican Textbook of Obstetrics, Hamilton’s Legal Med- 
icine, Keating’s Gynecology, and Foster’s Therapeutics. 

On Dr. Skene’s retirement at 58, in 1897, he took the 
double chair; and he was an honorary president of the 
Pan-American Congress; president of the New York 
Obstetrical Society; honorary member of the British 
and Detroit Gynecological Societies, Gynecological Sec- 
tion of the Royal Society of Great Britain; Interna- 
tional Periodic Society of Obstetrics and Gynecology ; 
Counsellor of the American Gynecological Society ; 
President of the State Medical Society. As consultant, 
most of our chief hospitals listed him. 

He stands very early in the line of those who did 
extraperitoneal cesarean sections and Porro operations 
here, and first in symphyseotomy in America. 


Dr. Jewett married in 1868. Abbie Flagg lived but 
two years and died of puerperal fever—of course be- 
fore he was an obstetrician. His son Harold was in 
practice in Brooklyn until his death at 42. His daugh- 
ter Alice married ex-Mayor Schwarte of Saratoga. 

The doctor’s exercise was bicycle-riding or shooting 
clay pigeons. At the dusk of the day he might wheel 

(Concluded on page 159) 
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Proceedings of the Society of Plastic 
and Reconstructive Surgery 


New York encase of Medicine, October 16, 17, 18, 1933 








Abstracts of papers read before the Annual Meeting of the Society of Plastic and Reconstructive Surgery. 


Dr. Jacques W. MALINIAK, presiding. 


New York Academy of Medicine—October 16th. 

1. Some Seldom Considered Aspects of Plastic Surgery. Dr. 
Jacques W. Maliniak (Chairman’s Address). 

. Repair of Deformities of the Eyelids. Dr. John M. Wheeler. 

. Reconstruction of the External Ear—Motion Picture. Dr. 
George W. Pierce (San Francisco). 

. Total Reconstruction of the External Ear, Original Tech- 
nique. Dr. Adalbert G. Bettman (P ortland, Oregon). Dis- 
cussion: Dr. John Staige Davis (Baltimore), Dr. Edmund 
B. Spaeth (Philadelphia), Dr. Isidore Goldstein. 

Il. N. Y. Hospital and Cornell Univ. Medical College— 


October 17th. 


1. Arthroplasty of the Jaw. Dr. Fred H. Albee. 
Dr. Henry Sage Dunning, Dr. Leo Mayer. 
Treatment of Recent Burns. Dr. Frederic W. Bancroft. 

. X-Ray Observations of Some Thoracic Abnormalities. Leon 
‘VY. LeWald, M.D. Dziscussion: Dr. George J. Heuer, Dr. 
William DeW. Andrus. 

. Dermatological Aspects of Plastic Surgery. 
Eller. 

. Author’s Method of Repair of Deformities of the Breast. 
Dr. H. Biesenberger (Vienna, Austria). Discussion: Dr. 
James T. Pilcher. 

Ill. Institute of Ophthalmology—Columbia Medical Center— 

October 18th. 
A case of Free Eyelid Graft Without the Usual Postoperative 
Pressure Treatment. Dr. H. Lyons Hunt. 

. Dermoid Cyst of the Nasal Dorsum. Dr. 
Straatsma. 

. Repair of an Extensive X-Ray Burn of the Face Sustained 
in Treatment of a Sarcoma of the Mandible. Dr. Pomfret 
Kilner (London). Discussion: Dr. George W. Pierce, Dr. 
H. L. Updegraff, Dr. Arthur Pal:ner. 

. Reconstruction of the Burned Face—Motion Picture. Dr. 
y L. Updegraff (Los Angeles). Discussion by Dr. Clarence 
Straatsma, Dr. Gustav J. Tieck, Dr. Maxwell Maltz. 

‘ ; lectro- Surgery in Plastic Reconstruction of Neoplastic Dis- 
eases. Dr. George A. Wyeth. Discussion: Dr. William L. 
Clark (Philadelphia), Dr. A. G. Bettman, Dr. William 


Bierman. 


Abstract—Some Seldom Considered Aspects of Plastic 
Surgery, Jacques W. Maliniak, M.D. 


HE failure of the medical profession to acknowledge 

plastic surgery as a distinct, organized specialty has pre- 
vented this branch of medicine from developing as rapidly 
as it otherwise might. Other specialties have encountered simi- 
lar obstacles at the outset and have made their most notable 
achievements only after the removal of such impediments. 

Plastic surgery demands sound artistic judgment, a thorough 
knowledge of the utility and availability of the various tissues 
of the body and skilled surgical technique for its proper prac- 
tice. There is hardly an undergraduate medical school in the 
country today that teaches the special principles of plastic sur- 
gery or even familiarizes students with its purposes and scope. 
The same deficiency exists in the postgraduate instructional 
field. The courses that are occasionally given are short and 
inadequate and there is no systematic or comprehensive in- 
struction. 

There is a parallel situation in the clinic. Few hospitals 
have shown themselves enlightened or progressive enough to 
establish separate clinics for plastic surgery. 

Organized medicine is equally blameworthy. Not one of the 
state or national medical societies has a separate section on 
plastic surgery to serve as a forum for the exchange of ideas 
and experiences and the elucidation of controversial points. 

The failure of responsible medical organizations to acknowl- 
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edge plastic surgery as a distinct specialty encourages inexperi- 
ence and incompetence. In the absence of qualifying boards 
and informed professional opinion, any one who desires to 
practice reconstructive surgery does so, irrespective of fitness. 
Reconstructive surgery is a specialty in itself, whether the 
repair involves the eyes, the nose or any other part of the body. 

The indifference of medical organizations to plastic surgery 
is reflected in the attitude of the general practitioner, who 
rarely understands the psychic aspects of deformity. This 
accounts for a great amount of the prevalent quackery in this 
field. In the absence of cooperation from their family doctors, 
people seek advice via beauty parlors and advertisements in 
cheap uewspapers. 

Official recognition of plastic surgery would save society vast 
sums of money that are now paid out annually for claims of 
permanent disfigurement from industrial and other accidents. 
Indirectly this money comes out of the pockets of everyone 
carrying a liability policy of any kind. 

More general recognition of the right of the deformed to 
plastic repair would open a vast field of legitimate work to 
physicians and would be followed by the establishment of ade- 
quate instructional opportunities for those who desire to engage 
in this specialty. 

The Society of Plastic and Reconstructive Surgery has cre- 
ated the first open forum in this country for the free and full 
discussion of germane topics and has sought to educate the 
public as well as the profession in the true nature and require- 
ments of surgical reconstruction. 


Digest of Paper—Reconstruction of the External Ear, 
George Warren Pierce, M.D 


HE problem of the reconstruction of an external ear is 

difficult, so difficult that most works on surgery advise 
that it be not attempted. Results in the past have not been 
good. Failure was marked by the shrinkage of the recon- 
structed ear. It is of more importance that the two ears be of 
the same size and stand out from the head at the-same angle 
than that the reconstructed ear possess the finer contours of the 
normal. 

The normal ear is composed of a single irregular fibrocarti- 
lage as a foundation and is covered with skin of marked thin- 
ness which has very little subcutaneous tissue. There is no 
similar cartilage in the body which might serve as a support for 
the new ear, and there is no similar skin to cover it. It is 
therefore necessary to simulate the ear in reconstruction. 

_The requirements necessary for good simulation are that the 
size equal the normal ear, the outline must be similar and the 
relative divergent angle from the head must be the same. 

I wish to offer this operation as fulfilling the above require- 
ments. The first ear made by this method was constructed five 
years ago and has not shrunk during that time. 

The principle of this operation is the use of three struts of 
rib cartilage, usually 25 mm. by 8 mm. by 4 mm., implanted 
under the scalp and arranged radially just above the external 
auditory meatus. After four weeks a flap is cut with the 
circumference just beyond the distal tips of the cartilage im- 
plants. The flap is freed from the scalp and an epithelial inlay, 
using a split skin graft, is done behind the flap so that the 
scalp flap is grafted, and at the same time the flap is provided 
with an epithelial covering on its raw surface. A previously 
constructed tubed pedicle 1 cm. in diameter and 20 cm. in 
length, taken just above and parallel to the clavicle, is stepped 
up to form the helix. The skin is taken from this location 
because it is much thinner than the skin higher on the neck 
and it takes on the same pink color as the normal helix after 
transplantation. The finer contours of the pinna can be simu- 
lated by inserting strips of rib cartilage taken from an ab- 
dominal storehouse of the cartilage not used at the first oper- 
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ation. The mechanical support afforded by the cartilage struts 
prevents shrinkage, which in the past has been the cause of 
failure of satisfactory reconstruction of the ear. 
(Stereopticon slides were shown of several cases of recon- 
structed ears after loss by trauma and also of congenital 


absence. ) 


Abstract—Total Reconstruction of the External Ear: 
Original Technique, A. G. Bettman, M.D., Portland, Ore. 


ETTMAN’S op ong points out the psychologic effects on 
the patient of the loss of an ear and the almost hopeless 
outlook of surgeons toward adequate repair. 

He describes an original method of operation for restoring 
complete loss of the external ear. An incision is made in the 
anterior wall of the concha at or back of its anteroinferior 
angle down to the external auditory canal, then upward at 
about a right angle. Both incisions are through skin and carti- 
lage. A skin flap the size of this cartilage and skin flap is 
then reflected from the side of the face anterior to and attached 
to this cartilage. The cartilage and its skin attachments are 
then separated from the soft tissues anteriorly and turned up- 
ward and backward above the auditory canal. The posterior 
attached skin of the concha thus becomes the external lateral 
covering of the cartilage and the anterior facial flap the cover- 
ing of the medial surface, and they are so sutured. The car- 
tilage covered by thin skin stays up in place. 

Similar cartilage flaps may be obtained from the posterior 
wall of the concha or from both anterior and posterior when 
desired. This cartilage may be thinned if necessary. The re- 
maining portion of the pinna is made by any of the indicated 
methods and the helix is constructed from pedicle tubed graft 
taken from the neck. 


Treatment of Recent Burns, Frederic W. Bancroft, M.D. 


Nh the emergency treatment of burns the procedure must be— 

Lessen mortality; (2) Diminish suffering; (3) Shorten 
the ated of disability; and (4) Prevent late deformities from 
scar tissue formation. 

When it seems safe our routine has been to cleanse the skin 
with soap, alcohol and ether, to remove the tops from all blis- 
ters and then to use tannic acid 5%, sg by means of a 
spray every half hour for the first 24 hours. 

Welles, of Hartford, has recently suggested a method of put- 
ting a patient in a bathtub on admission, in a solution of tannic 
acid. He does not attempt to make it a 5% solution, but puts 
in sufficient tannic acid to make a cloudy fluid. 

The advantages of the tannic acid treatment are, first: that 
it diminishes shock and pain, and second, forms a firmer scar 
which allows epithelization to occur from the epithelium is- 
lands of the sweat glands beneath the eschar. 

The disadvantages are that infection does occur beneath the 
tannic acid membrane and deaths may results therefrom unless 
the membrane is excised and the granulation surfaces treated. 

Late deaths are due to toxemia, largely due to sodium chlo- 
ride depletion and fluid loss. It is necessary to treat any badly 
burned patient with salt by mouth and by frequent clyses of 
intravenous saline solution. 

The most outstanding signs and symptoms of both cortical 
insufficiency and late toxemia of burns are: 

1. Anhydremia; hemoglobin at times increased to 150%. 

2. Lowered blood pressure. 

3. Non-protein nitrogen retention. 

4. Sodium chloride concentration of blood decreased. Also 
lowered chloride excretion. Retention of sodium chloride in 
tissues. 

5. Duodenal and intestinal ulcers—Hemorrhagic enteritis. 

When infection is noted beneath the tannic eschar, the mem- 
brane should either be excised or treated with wet dressings 
until it separates of its own accord. 

Care must be taken not to strip the eschar early, as bleeding 
results and infection then is likely to occur. When the burns 
are of a deep third degree it is advisable to pinch graft the 
granulating areas as soon as the slough separates. If the skin 
grafting is delayed scar tissue forms beneath the granulation 
tissue and grafts when applied do not take well. In cases of 
prolonged granulation tissue it is advisable to excise by sharp 
dissection the granulation tissue and the underlying scar down 
to the fascia. Full tissue grafts as described by Davis can then 
be applied immediately with a high percentage of takes. 

In late burns the secondary anemia that occurs often escapes 
the eye of. the attending surgeon. At this particular time fresh 
air and repeated small transfusions are of great benefit in the 
general welfare of the patient and in the hastening of epitheli- 
zation. It has been our rule to attempt to get epithelization 
as soon as possible, in order to have the skin covered, and to 
treat the contractures secondarily. When the skin is once cov- 
ered it is easier ‘to attempt joint motion than it is when there 
is a large granulating area, and if particular attention is paid 
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to skin grafting the patient can be epithelized before the con- 
tractures have become intractable. 


Abstract—X-Ray Observations of some Thoracic Abnor- 

malities in Relationship to Indications for Surgical Inter- 

vention, Leon Theodore Le Wald, M.D., Professor of 

Roentgenology, New York University and Bellevue Hospital 

Medical College; Attending Roentgenologist Willard Parker 
Hospital, New York City 


TS question of operability of congenital and acquired 
thoracic deformities often depends upon the roentgenologic 
findings and proper interpretation of them. 

A careful roentgen-ray study and interpretation of the find- 
ings by a properly qualified roentgenologist is highly desirable 
prior to the surgical treatment of any intrathoracic lesion. Even 
as simple a procedure as an exploratory puncture of the chest 
for supposed fluid in the pleural cavity has to my knowledge 
led to serious, if not fatal, results. In two instances consoli- 
dated lung was punctured and resulted in extensive subcutane- 
ous emphysema—in one case followed by death and in the other 
case followed by recovery. If one were charitably inclined he 
might argue that the “needling” of the consolidated lung hast- 
ened the resolution of the unresolved pneumonia. In another 
case exploratory puncture resulted in withdrawal of what 
proved to be on careful examination an acid fluid (gastric 
juice), due to the puncture of the stomach in a case of dia- 
phragmatic hernia. In one case, namely, eventration of the 
diaphragm, the abdominal cavity was entered by the exploring 
needle, but fortunately no hollow viscus was punctured. Dr. 
Howard Lilienthal has gone on record as stating that an ex- 
ploring needle should never be used in the chest cavity without 
a prior x-ray examination. I would add to this, a careful in- 
terpretation of the findings by a competent and experienced 
roentgenologist. 

Among the cases referred to are the following: Two cases 
of congenital absence of the left half of the diaphragm; two 
cases of thoracic stomach; a case of eventration of the dia- 
phragm simulating diaphragmatic hernia; a case of intra- 
thoracic dermoid cyst adherent to the pericardium; a case of 
intrathoracic dermoid cyst with spontaneous evacuation; a case 
of subphrenic abscess simulating empyema; two cases of right- 
sided diaphragmatic hernia. 


Abstract and Résumé of Address with Lantern Slide Illus- 

trations: Dermatological Aspects of Plastic Surgery, Joseph 

Jordan Eller, M.D., Assistant Professor of Dermatology, 

New York Post-Graduate Medical School and Hospital, 
New York 


T= dermatologist must always bear in mind the cosmetic 
result in treating lesions such as moles, angiomas of vari- 
ous types, precancerous lesions, keloids, benign tumors, epitheli- 
omas, lupus vulgaris, rhinophymas, etc. He also is often re- 
quested to treat dry and wrinkled skin and to advise the patient 
on the feasibility in his case of plastic surgery. Considering 
the above, it is important from the patient’s standpoint that the 
dermatologist familiarize himself with the work of the plastic 
surgeon and the results to be expected from surgery. It would 
be well in many cases for the dermatologist and plastic sur- 
geon to work together. For instance, in the destruction of 
large malignant skin lesions or carcinomas of the lower lip the 
dermatologist could often obtain valuable assistance and much 
better cosmetic results by having the area of the destroyed 
lesion reconstructed by a plastic surgeon. Large, thick keloids 
may be first removed by a surgical procedure, but this must 
always be followed by roentgen rays or radium, for excision 
alone usually results in a recurrence of the keloid. 

The raised small cavernous angioma responds readily to 
radium treatment but extensive thick ones may be benefited 
greatly by a surgical procedure., i.e., first tying off some of the 
large blood vessels, and then the dermatologist can subs 
quently treat the remainder of the lesion by filtered sodium 
applications. 

Most small moles can be treated by means of local applica- 
tions of carbon dioxide snow, trichloracetic acid, electrodesic- 
cation or electrolysis. However, the more extensive ones may 
be more satisfactorily treated by excision and skin grafting 
The above applies to the benign moles. 

The slate black or bluish-black shiny mole which is a poten- 
tial melanoma must always be treated by more radical measures 
if treatment is indicated. Therefore wide and deep excision by 
means of the electric knife, down to the fat, with as little dis- 
turbance as possible to the lesion, is indicated. Following this. 
a sharp dose of gamma rays of radium should be administered 
and the same to the regional lymphatics. It is-the opinion of 
the writer that the melanotic type of mole should not be treated 
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unless it has shown signs of growth or is in an area subject 
to traumatism. With the most radical type of therapy the 
prognosis is always uncertain. 

The writer has included in this address a lantern slide dem- 
onstration of the treatment of the above lesions with a discus- 
sion as to where a plastic surgeon could be of great aid in ob- 
taining a good cosmetic result. Illustrations of cases before 
and after treatment are shown. 


Abstract—Author’s Method of Repair of Deformities of the 
Breast, H. Biesenberger, M.D., Vienna, Austria. 


FTER a few short prefatory words about the development 

of the operative correction of deformed female breasts, 
all the demands are enumerated which are made in connection 
with the complete efficiency of a uniform operation method for 
the removal of such deformities. The operation method, which 
was worked out by the author in 1928 on the basis of these 
demands, is fully explained and described with the aid of illus- 
trations. Photographs taken before and after the operation 
show the final results obtained, proving at the same time that 
the method described completely fulfills all those demands. 


Abstract—A Case of Free Eyelid Graft Without the Usual 
Post-Operative Pressure Treatment, H. Lyons Hunt, M.D. 


HE author describes a divergence from the usual post- 
operative management of skin grafts in connection with the 
treatment of ectropion. He differs from the routine technic 
in that instead of suturing the lids together to stabilize the 
lower lid he accomplishes this by placing several sutures just 
above the graft, and fastens those to the forehead with col- 
lodion. Instead of using the ordinary pressure bandage he 
uses an icebag for the first twenty-four hours to prevent capil- 
lary bleeding underneath the graft, after which time he exposes 
it to the air and sunlight and finds that the grafted area heals 
like any type of wound elsewhere on the body. 
The author presented two cases illustrating the above method. 


Dermoid Cyst of the Nasal Dorsum: A Case Report, C. R. 


Straatsma, M.D., F.A.C.S 


ERMOID cysts of the nasal dorsum arg rare, but if’ not 
recognized are usually the source of considerable annoy- 
ance, and hence this report. 

Miss E. E., age 29, was first seen in the summer of 1929. At 
that time she complained of a serosanguineous discharge from 
a small opening on the nasal ridge at the junction of the bony 
process and the upper lateral cartilages. At intervals of two 
or three weeks the area became red and painful. This con- 
dition remained for two or three days and was relieved fol- 
lowing a profuse discharge of blood and pus. 

Past History: At the time of birth a small pinpoint indenta- 
tion on top of the nose was noticed. At about three months 
a crusty substance with a hair in the center collected each day, 
which was removed during the bath. At two years of age this 
mark became prominent and slightly inflamed. Some time 
later the area was opened and drained without any beneficial 
results. The above complaints continued and in 1916 the pa- 
tient was examined at the Mayo clinic in Rochester, where she 
was advised to have nothing done. From 1916 to 1929 various 
operative attempts were made to clear up the discharge but 
without result. 

In 1929 I operated, following an injection of methylene blue, 
and found a definite fistulous tract along the right side of the 
1ose. This was excised and the wound closed. The condition 
‘leared up for about four weeks and then all symptoms re- 
ippeared. 

In 1931 x-rays were taken, following an injection of iodized 
oil, and a second tract was found extending into the nasal 
cavity just below the arch formed by the nasal bones. This 
tract was excised and a definite sac obtained. This sac was 
filled with several long hairs and considerable sebaceous ma- 
terial. The wound was closed and healed without event. 

An interval of one and one-half years was allowed to elapse 
to make certain that there would be no recurrence of symptoms 
before a plastic repair was attempted. A plastic repair was 
done as simply as possible to prevent a stirring up of any 
latent infection. This was accomplished by the insertion of a 
small osteocartilaginous graft into the nasal ridge. The nose 
healed without event. 

Since the excision of the second fistulous tract and the plastic 
repair all symptoms have subsided, and there has been no 
trouble up to the present time. 

In conclusion, I wish to point out the necessity of removing 
all sac remnants in order to effect a permanent cure in the 
management of dermoid cysts of the nasal dorsum. 
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Abstract—Repair of an Extensive X-Ray Burn of the Face 
Sustained in Treatment of a Sarcoma of the Mandible, 
Pomfret Kilner, M.D., London, England 


Report of a case in which the following plastic procedures 
were employed: 
(1) An intraoral Thiersch graft after freeing of mandibular 


stump. 

(2) A tubed pedicle flap transplantation from chest wall to 
cheek and neck. 

(3) A hairy Wolfe graft to restore an eyebrow. 

(4) A hairless Wolfe graft to half the nose. 

(5) Snellin’s operation for entropion. 

(6) A small transplantation flap operation at the canthus. 

(7) Free fat grafts for restoration of contour. 

(8) An extensive angulated bone graft to replace missing 
portion of mandible from condyle to bicuspid region. 


Abstract—Reconstruction of the Burned Face, H. L. 
Updegraff, M.D., (Los Angeles, Calif.) 


T= plastic surgeon should be called in consultation immedi- 
ately on all burns of the face. A great majority of the 
cases seen are ones which have been so handled as to bequeath 
to him a medley of distorted features embedded in well tanned 
keloidal scars. 

Every effort should be made toward the preservation of the 
function of the special sense organs first. The use of the 
Stent graft and the thin full thickness graft over a xeroformed 
cotton dental roll is an acceptable method of external eyelid 
reconstruction. Where there are a number of patches to be 
placed on the face the use,of one or two small tube flaps, 
waltzed over the necessary areas, leaving adequate repair tissue 
at different spots until the entire tube is used, is a labor saving 
and common sense procedure. 

Around the mouth, where immobilization is difficult, the tun- 
nel graft may be employed with impunity. 

Badly burned cases with keloidal involvement in our experi- 
ence have had universally markedly low basal metabolic rates. 
Whether this condition was present before the burn or caused 
by the burn is a question for study. Thyroid medication has 
been as helpful as x-ray—and each a powerful aid to the other. 

I have made some bacteriophages from Rosenow tis$ue cul- 
tures of the red, hard and painful keloids. Dressings saturated 
with the bacteriophage, employed on grafts, have given results 
which amply indicate further effort along this line. Injection 
of the phage into keloidal growths on the same patient have 
given sloughs six weeks following, with subsequent marked 
improvement of the injected site. 


Electrosurgery in Plastic Reconstruction of Neoplastic 
Diseases, George A. Wyeth, M.D. 


| Die atleel + 5! yypeemnd has greatly extended the limits of 
“inoperable” surgery in neoplastic diseases. Three mo- 
dalities: to coagulate, to desiccate and to excise tissue, each of 
which has its distinct indication in treatment and no one of 
them may be confused with another, if the best plastic recon- 
struction is to follow. By the combined technique of electro- 
surgery neoplasms can be removed as dead tissue instead of as 
viable cells. This can be done without hemorrhage and with- 
out shock. Obviates infection and leaves a clean wound. 
Method is absolutely under the control of the operator, to 
effect as much or as little destruction as indicated. All super- 
ficial lesions, such as warts, moles, pigmented nevi, etc., are 
best treated by desiccating or dehydrating current, which cur- 
rent induces a minimum of secondary reaction in the tissues 
and subsequently results in a minimum of scarring. 





Diabetes Insipidus: Treatment by Intranasal Insufflation of 
Posterior Lobe Pituitary Powder 


Francis M. Situ, La Jolla, Calif. (Journal A. M. A., 
March 3, 1934), observed two cases of diabetes insipidus of 
undetermined etiology under standard conditions to determine 
the relative effects of the usual treatment by subcutaneous in- 
jections of solution of pituitary and a modified treatment by 
intranasal insufflation of a powdered posterior lobe preparation. 
Intranasal insufflation of the powder in doses of from 40 to 5 
mg. three times a day was shown to be as effective in main- 
taining a normal water balance with attendant alleviation of 
all symptoms as from 1.5 to 2 cc. of double strength solution 
of pituitary, administered subcutaneously. Advantages of the 
powder treatment include ease of application, absence of intes- 
tinal, cardiovascular or other side effects and, most of all, a - 
reduction in cost to less than one-fifth that of solution of 
pituitary. A moderate dietary salt restriction is beneficial in 
the management of diabetes insipidus. 
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from cancer of the bladder, 409 men and 187 women, 

3.64 per cent of all cancer deaths in that year (26). The 
frequency of cancer of the bladder, compared with cancer of 
other organs, is not great. Henry, N. M. and E. L. Kennaway 
(1) examined 13,965 death certificates from England and Wales. 
They found that in eight out of ten occupations associated 
with exposure to coal gas, tar, pitch or soot, the incidence 
of cancer of the bladder was greater than that found in the 
general male population and in five of the ten it was from 
one and one-half to four times as great. Three of these oc- 
cupations presented the highest figures for incidence of cancer 
of the bladder observed among the forty-six occupations in- 
vestigated. The three occupations in which these high figures 
were shown were tar distillers, gasworks engine and crane 
drivers, and patent fuel laborers. 

Beer (2) in a paper based on approximately 600 cases of 
bladder tumor, found 40 per cent benign and 60 per cent ma- 
lignant. 

SYMPTOMS: Patients who consult the physician for hema- 
turia, particularly if it is painless, dysuria and tenesmus, fre- 
quent urination, or retention should be suspected of having can- 
cer of the bladder. Kretschmer (3) found 100 cases in which 
there was gross blood in the urine, out of 109 cases studied. 
In sixty-three of these it was the first symptom noted by the 
patient. The urine contained pus in ninety-nine and albumin 
in eighty-five cases. In twenty-six cases frequent urination 
was the first symptom complained of. 

Smith and Mintz (4) in a study of 150 cases, observed hema- 
turia in 125, dysuria in twenty-six and pain in six cases. Only 
twelve of these patients (8.0 per cent) consulted a physician 
within one month of the appearance of the bleeding. In 40 
per cent the symptoms had been present less than six months. 
In all the others (52 per cent) the symptoms had been present 
for more than six months. The authors say that a history of 
hematuria for from six to fifteen years would seem to be 
strong evidence that the tumor began as a benign growth which 
later degenerated into a malignant growth. Beer’s (2) ex- 
perience leads him to conclude that painless hematuria is the 
most common symptom; but that occasionally the patient com- 
plains of nothing more than dysuria and frequency. On the 
other hand, he knows of instances in which a bladder tumor 
has been present for twenty years without hematuria. Deb- 
enham (23) has analyzed 742 cases of hematuria. He finds that 
in men papilloma and carcinoma are the commonest causes 
of hematuria. On the other hand, in women inflammatory 
disease of the urinary tract is the commonest cause of the 
symptom. Hematuria is more than twice as common in men 
as it is in women (232 women, 510 men). In men fifty years 
of age and over prostatic disease is a very common cause of 
hematuria. In the series under discussion there were 97 in- 
stances in which the hematuria was due to papilloma or car- 
cinoma of the bladder to 100 due to other causes. So that 
if a man complains of hematuria as the “presenting” symptom, 
there is about fifty per cent chance that it is due either to 
papilloma or carcinoma of the bladder. There were eighteen 
cases of hematuria due to carcinoma of the kidney, or 2.4 
per cent of the entire series. Two per cent of the 742 cases 
were due to carcinoma of the prostate. 

In the DIAGNOSIS of cancer of the. bladder, it is im- 
perative that the patients who complain of the symptoms just 
discussed, hematuria, bladder irritation and dysuria, should be 
completely studied'in order to determine the exact status of the 
urinary tract. Cystoscopy is imperative and the cystogram is 


[* 1932 in the State of New York there were 596 deaths 





Cancer of the Bladder 





often of importance (Beer 2). Beer also points out the neces- 
sity for bimanual palpation in order to localize infiltration of 
the bladder wall opposite to the site of the attachment of the 
growth. 

It seems certain that a benign papilloma is a definitely PRE- 
CANCEROUS LESION. Reference has already hoes oo 
to that opinion expressed in the paper of Smith and Mintz 
(4). Caylor (5) is also of the opinion that papillomata of 
the bladder should be considered to be low grade epitheliomata. 
Barringer (14) is of the opinion that tumors of the bladder 
should be classified according to their malignancy as indicated 
by the method of Broders. He considers papilloma with 
atypical cells as a malignant tumor. 

In discussing the value of BIOPSY in cancer of the bladder 
Beer (2) points out that a biopsy specimen does not of neces- 
sity show the pathology of the entire tumor. In certain sec- 
tions a tumor may show a typical benign structure while in 
other areas typical papillary carcinoma will be found 

METASTASIS appears to be common in bladder carcinoma 
and is frequently widespread. McKay (6) reports a case of 
brain metastasis from carcinoma of the bladder. Smith and 
Mintz (4) obtained thirty-seven autopsies in their 150 cases; 
24.66 per cent. In thirty-four of these autopsies metastases 
were present in sixteen and absent in eighteen. They are of 
the opinion that the grade of malignancy of bladder cancer 
has no demonstrable relation to its tendency to metastasize, 
and that squamous cell cancers metastasize almost twice as 
frequently as papillary cancers. Beer (2) in his study of 600 
cases found that local iliac metastases were usually late in 
development. He also found that benign tumors tend to pro- 
duce multiple implants. When such benign tumors are de- 
stroyed and the bladder has remained normal for years, some- 
times a reexamination will show a malignant tumor at a new 
site. On the other hand, sometimes, after the destruction of 
a malignant tumor with a normal bladder for several years, 
one will find a benign tumor developing in a new site. Ma- 
lignant metastasis may develop from a benign tumor either 
in the suprapubic incision or in a distant organ. In one in- 
stance a quiescent carcinomatous nodule was tound in an iliac 
lymphnode five years after a total hysterectomy. Nicholls (24) 
reports the case of a man, aged forty-three years, who had 
complained of paroxysmal hematuria for a year. Three years 
and six months after the removal of a large papilloma and 
the destruction of several smaller ones with electrocautery, 
reported to be not malignant, he died, and autopsy re- 
vealed metastasis to a rib, the apex of the left lung, the 
right ilium, the right femur and the upper end of the right 
tibia. The histological study of these metastatic growths 
showed them to be transitional cell papillomata 

Again, sometimes bladder carcinoma develops as a meta- 
static growth from carminoma elsewhere. Bodon (7) reports 
a case in which the bladder tumor developed as a metastatic 
growth from a primary mammary cancer. Hermann (8) re- 
ports a case of bladder carcinoma from a primary growth in 
the gastrointestinal tract. He also reports six cases of carcino- 
ma of the bladder in Krukenberg tumors. He is of the opinion 
that bladder symptoms in such cases are due to carcinomatous 
infiltration of the bladder. 

RECURRENCE is common and sometimes occurs late. For 
example: Fullerton (9) reports the case of a man operated 
on in 1907 who had a recurrence in 1933, after 25 years with 
no urinary symptoms. The author says: “I have called this 


(Continued on page 152) 
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Good Government and Physicians 


law by the State Legislature the doctors have much more 

than a passing interest. As citizens, they are interested in 
good government conducted without waste or extravagance. 
The taxes, direct and indirect, of which they pay part, are in- 
deed burdensome. Nothing may be done to unjustly increase 
that burden. Nothing may be left undone to decrease its 
weight. No holder of a position, doctor or layman, not render- 
ing full and necessary service to the community should be re- 
tained, but no essential service should be curtailed. 

As doctors, however, there are many other phases of the 
subject of municipal government and this new law of Economy 
which concern them greatly. They would regard it as a 
calamity should the services to our sick indigent citizens be so 
reduced either in amount or quality that the deserving should 
suffer. It has been difficult of late for patients really sick to 
secure admission to our municipal hospitals, or if admitted 
they were so crowded together that the nursing and medical 
care*were much reduced. Voluntary hospitals, on the other hand, 
have unoccupied beds to which patients are being sent with a 
great saving of money to the city. For these beds the ~ 
fixes the payment, as it does at all times for emergency cases 
This payment is less than the cost of the service of these vol- 
untary hospitals and less than it costs the city for patients 
treated in the municipal institutions. 

It has been recently officially stated that the cost per day per 
patient in the municipal institutions is $5.50, while the highest 
amount paid by the city to the voluntary hospitals is $3.50 per 
day. These figures do not include the initial cost of new 
buildings for the city nor the interest on the bonds issued. rm 
new Commissioner of Hospitals has grasped this point and i 
distributing the overflow of patients to selected voluntary ns 
pitals. Under such circumstances the erection of new hospitals 
or even large extensions of existing buildings is unwarranted 
and not in line with the principles of economy now urged. 

It was with much concern for the quality of service in city 
hospitals that the profession learned that, solely to save money 
for the city, all the nurses employed would have their pay 
reduced. All unneeded or incompetent nurses had been dis- 
missed. Nearly all remaining work twelve hours a day, on 
either day or night duty, and receive no advantages of any 
government approved code. The Mayor has just stated that 
“in the city hospitals there are insufficient nurses.” Their sal- 
aries, with board, have ranged from $900 to $1400 per year. 
By order of the Commissioner every one must accept a reduc- 
tion from $60 to $240 a year, depending on present salary. In 
our daily press of recent days have appeared some stories of 
the kind of medical care given our dependent aged in certain 
city institutions. Grossly exaggerated as the stories have been, 
misleading through headlines and arranged photographs, still 
the fact remains that no medical care nor even proper nursing 
skill had ever been provided; this, the richest’city in the world 
could not afford. The daily press reports that, to meet this 
need, the authorities plan to secure from the nearby Neuro- 
logical Institute the services of one or two of its internes to 
care for those needing medical or surgical treatment. It must 
not be forgotten that plans having economy for their principal 
object, and not the best possible medical care for those in need 
thereof, will be far from satisfactory to the medical profession. 
The doctors of the city are awaiting with anxiety the changes 
to be made in the activities of the Department of Health. 
Therapeutic procedure and treatments should be excluded, as 
far as it can possibly be done, but the educational and preven- 
tive work, the control of communicable diseases, and the com- 
piling of records should not be hampered. 

The Mayor of the City has expressed his resolve that the 
essential work of the Department of Hospitals and Health shall 
be continued. No false economy on the part of himself or his 
associates should allow a change in that resolution. 

The remuneration by the city for the work of its physicians 
has never been adequate. A few years ago at the request of 
the Civil Service Commission the New York Academy of 


i THE new Economy Bill for the City recently enacted into 


Medicine made a survey of all the medical work and positions 
of the city. Particular attention was directed to possible re- 
duplications, to organization and to salaries paid. With other 
facts, the report stated that with very few exceptions the 
physicians were not adequately paid—that they did not re- 
ceive remuneration commensurate with that received by others 
in professional and non-professional positions in departments 
of the city or in non-municipal industries. Very many spe- 
cific instances were shown. No action was taken by the city 
on the report. 

It has always been a very difficult matter for medical men 
to receive from governments adequate remuneration for their 
services. Lack of organization and insufficient political in- 
fluence were the main reasons. There are medical positions 
in our Department of Health in which the salary is prac- 
tically the same today as it was sixty years ago. Sixty years 
ago two terms of five and one half months each, possibly taken 
in two different medical colleges within twelve months, were 
sufficient for a degree and a position in the Department of 
Health. No premedical requirements, no State Board licensure 
and no competitive civil service were needed to secure a med- 
ical inspectorship. Now, how different—a certified collegiate 
premedical preparation, four years of medical school work, at 
least one year’s interneship, State Board qualification and com- 
petitive civil service test may earn him an inspectorship pay- 
ing $1340 a year, which in 1874 paid $1200 a year. Many other 
medical positions, as stated in the Academy report, had gone 
through similar experiences. Neither the quality of work done 
nor the results obtained were factors in securing increases in 
salaries. Padded payrolls and lists of chair warmers do not 
apply to doctors’ work. Figures such as these must be a shock 
to those who prate of the generosity of the governments com- 
mitted to socialized or state medicine, or compulsory insur- 
ance schemes. The financial esteem in which corporations hold 
doctors is not very high. England, within a year after the 
socialization of medicine, found it necessary to increase gen- 
eral taxes. Doctors, in ‘this respect, were not excepted, for 
to make easier the cost of compulsory insurance in general 
all the doctors doing this work (80% of the profession) were 
compelled to accept a reduction in income of 10%. 

While the Economy Bill was in preparation in Albany large 
organized groups of civil service employees—teachers, firemen, 
policemen and others—made felt their existence and power and 
secured certain degrees of exemption from possible ruthless 
treatment. They felt that their salaries should not be “cut 
in a drastic way for such economies as building subways.” It 
behooves the profession to be so organized that attempts to 
place undue burdens upon it by city, state, industry or aggre- 
gations of wealth will be frustrated. 





Cancer of the Bladder 
(Continued from page 151) 
a recurrence; but it may be a new development and quite 
unconnected with the former growth.” 

The CAUSE OF DEATH in cancer of the bladder is given 
by Kretschmer (3), 22.9 per cent of whose 109 patients died 
in the hospital as pulmonary embolism in seven cases, pneu- 
monia in four, anuria in three, suppurative pyelonephritis in 
three, uremia in two. Smith and Mintz (4) found pyelone- 
phritis the principal cause of death. They say that in thirty- 
six cases in which autopsy was done that both kidneys were 
normal in nine only. Forty-five died after leaving the hos- 
pital, twenty-six of carcinomatosis. Dillwyn Evans (25) re- 
ports a fatal case due to perforation of the bladder into the 


peritoneal cavity. : 
(To be continued) 





Some patients present a life’s struggle against streptococci. 
For example, chorea at 7, cardiac disease at 10, rheumatism 
at 18, death from myc. :rdial or gall-bladder disease at 50. 
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Rhinolaryngology 


Allergic Nasal Conditions 

-. H. Jones (New Orleans Medical and Surgical Journal, 
86 :474-479, January, 1934) points out that while typical hay 
fever is now a well-recognized allergic condition, there are some 
cases of a seasonal type that do not present the typical picture. 
He has observed cases that showed symptoms of a constantly 
recurring coryza at certain seasons, that responded poorly to 
the ordinary treatment; the nasal membranes may be highly 
congested in these cases; the symptom of itching in the naso- 
pharynx is almost pathognomonic. Definite diagnosis can be 
made only by cutaneous tests with the pollens indicated by the 
history. Perennial hay fever, or vasomotor rhinitis, is a still 
greater problem. All these cases do not present definitely recog- 
nized signs and symptoms. The author has found the following 
symptom complex to be suggestive of perennial hay fever: 
Family history usually negative; often a history of nettle-rash 
in childhood following the ingestion of certain foods; suscepti- 
bility to colds, nasal “stuffiness,” an annoying nasal discharge, 
headaches and a feeling of general lassitude are the chief 
symptoms. These patients sneeze occasionally, especially when 
suddenly chilled, but rarely in paroxysms. No nasal obstruction 
or frank sinus pathology can be found. The nasal membranes 
appear thickened or hypertrophied rather than edematous as a 
rule; the color of the mucous membrane varies, but usually 
appears moderately congested. As a rule surgery is not indi- 
cated in these cases. Diagnosis depends chiefly on cutaneous 
tests with various proteins, not pollens alone. Treatment by 
avoidance of the offending proteins, or by desensitization, is 
indicated with general measures to build up the patient’s resist- 
ace; vaccines are of value in a considerable percentage of 


cases. 
COMMENT 


There is nothing more baffling than the treatment of the ede- 
matous mucous membrane of the nose. Most of these patients 
are supposed to be suffering from some form of ailergy but in 
some instances, even when every conceivable cutaneous test has 
been made, it is impossible to find out what specific thing is 
causing the trouble. As the author says, these conditions are 
baffling. In some cases, it has been found advisable to inject 
the sphenopalatine ganglion with alcohol, but we have not found 
such treatment permanently successful. In other cases, it is 
absolutely necessary to do at least a partial resection of the 
inferior turbinates. One should not lose sight of the fact that 
a gastrointestinal toxemia can diffuse definite poisons into the 
system which have a direct effect upon the mucosa of the nose. 
Until the intestines are properly attended to no method of 
treatment will bring about relief. H. H. 


An Overlooked Factor In Susceptibility To Common Colds 
A. E. Ewens (Laryngoscope, 44:78-84, January, 1934) has 
removed the uvula in “hundreds” of cases for the relief of 
habitual clearing of the throat and an accompanying paroxysmal 
cough. To his surprise the author has found that this procedure 
has a remedial influence on catarrhal conditions of the entire 
respiratory tract. By careful follow-up of his patients operated 
in earlier years, he has found that this operation has reduced 
susceptibility to colds more than 50 per cent. In occasional 
cases a complete absence of colds has been reported for several 
years. When colds do develop after the operation of staphyl- 
ectomy, they are less severe and of shorter duration than before 
the operation. Objectively the author has found that after 
operation, chronic postnasal engorgement is greatly reduced, and 
the characteristic signs of catarrh are less pronounced. This is 
probably due to the fact that owing to its poor vascularity and 
its anatomical location, which favors “the accumulation of 
ceaseless installments of bacteria,” the uvula is an ideal bacte- 


rial nidus, from which the micro-organisms invade the posterior 
nares and other contiguous structures. The uvula, the author 
believes, is a vestigial structure in civilized man and its removal 
is indicated whenever it becomes a source of infection. Its 
surgical removal is a minor procedure without danger. 


COMMENT 

We had the opportunity of reviewing this article before pub- 
lication. From the scientific point of view, there is nothing that 
can be said in favor of such a procedure as amputating the 
uvula. The following quotation is from the letter written to the 
author at that time: 

“It is one thing to use a certain procedure for a number of 
years and to be personally satisfied with the results; it is an- 
other thing to be able to present scientific arguments to the 
medical profession which will be accepted because of the 
scientific basis of such arguments. Regardless of the fact that 
you have been successful in relieving colds, sinus conditions, 
etc., by the removal of the uvula, I must be perfectly frank in 
stating that the majority of laryngologists have never noticed 
any similar phenomena. I wish there were some way for you 
to give scientfic proof that you are right. However, in view of 
the fact that there are so many agencies entering into the infec- 
tive processes of the nose and throat, agencies which in them- 
selves seem to be beyond our control, one can only be convinced 
by one’s own clinical experience that any definite procedure will 
relieve the majority of such conditions. One might surmise 
that, by the removal of the uvula, a definite change takes place 
in the lymphatic circulation in the nasopharynx and orophar- 
ynx. It is easy enough to theorize but it is most difficult to 
present proof, and here is where you are up against it when it 
comes to having your procedure accepted by the medical pro- 


H. H. 

fession.” 
A New Intranasal Operation on the Ethmoid Sinus 

La F. P. Monson (Archives of Otolaryngology, 19:40-45, 
January, 1934) describes a new intranasal operation for disease 
of the ethmoid sinus. For this operation, the patient is in the 
upright position. Sodium ethyl barbiturate is given before 
operation, and 20 per cent cocaine with epinephrine hydrochlor- 
ide is used as a local anesthetic. In most cases, a preliminary 
submucous resection is done; if polyps are present they are 
removed. A linear incision is then made along the anterior half 
of the lower border of the middle turbinate, and a submucous 
resection of this turbinate done; the mucous membrane and the 
superior turbinate being carefully preserved. The remainder of 
the middle turbinate is then amputated with curved nasal 
scissors. The Bulla cells are then broken into with an ethmoid 
forceps, and the dissection is carried backward to the anterior 
wall of the sphenoid sinus. The remainder of the dissection 
of the ethmoid is then continued by working upward carefully 
until the solid bone separating the nose from the anterior 
fossa is reached and cleared of bony partitions and sinus 
mucous membrane; also all the partitions are broken down 
laterally until the lamina papyracea is reached and cleared 
throughout its length. The agger cells are curetted away 
with a Pratt ethmoid curet, or Halle’s method of chiseling 
away these cells may be used if there is considerable hyper- 
trophy. Loose spicules of bone and debris are removed; the 
superior turbinate is fractured laterally and held in place by 
a loose gauze packing. This operation is more radical than 
the Pratt or Halle methods, but like them preserves the nasal 
mucous membranes. The author has used this method in 59 
cases without any serious untoward result. The nose is 
normally moist after this operation, is not affected by cold 
weather, and shows little or no tendency to form crusts (if 
no other sinuses are involved and the dissection has been 
thorough) ; there is rarely any stuffiness in the nose. In ap- 
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proximately one-fourth of the author’s cases, the superior tur- 
binate has become markedly hypertrophic, filling a large part 
of the newly created space in the upper part of the nose. 
COMMENT 

The operation described in this article may be of definite 
advantage in a certain number of cases. We can hardly see 
how a submucous r tion of the middle turbinate bone will 
do more than leave a 1 polypoid condition of this mucous mem- 
brane after the operation is over. It is our opinion that the 
upper sinuses of the nose should be treated surgically only as 
the conditions indicate and that no definite procedure can be 
outlined for all cases. 

H. H. 


Treatment of Epistaxis by Submucous Injections 

N. Asherson (Journal of Laryngology and Otology, 49 :180- 
181, March, 1934) reports the treatment of recurrent epistaxis 
by ‘submucous injection of a 10 per cent phenol in almond oil 
solution. The most common cause of recurrent epistaxis is the 
rupture of a varicosity of minute veins in the septum over the 
Kieselbach-Little area; a plexus of tortuous dilated venules 
may be present. For making the injections a syringe such as 
is used for injecting a local anesthetic preliminary to sub- 
mucous resection is employed. The area is blanched and 
anesthetized by applying to each side a plug of cotton wool 
saturated with 10 per cent cocaine and adrenalin, which is left 
in situ ten minutes. When this plug is removed the mucosa 
is blanched, and the dilated venules are often “thrown into 
relief” against it. The site of injection is selected as low down 
as possible, 4 to % inch in front of the bleeding area, where 
a dilated venule is observed running into this area. A drop 
of pure carbolic acid is applied on a tuft of wool to the point 
where the injection is to be made. The needle is inserted so 
as to “undermine” the mucosa and the bleeding area and the 
selution injected slowly; the needle may be withdrawn and 
reinserted if necessary in order to inject the entire field.. The 
effect of the injection is evident by the blanching of the venules. 
About ™% c.c. is injected on each side. The author has used 
this method in both children and adults with good results and 
no untoward after effects. 


COMMENT 

The suggestion made in this article is worthy of consideration. 
In the majority of cases, bleeding from the nose is not a very 
serious matter but, of course, it is a cause of considerable 
annoyance to the patient. One must realize that in certain 
types of cases, a severe nasal hemorrhage is Nature’s way of 
relieving an overburdened system of blood and in such cases 
no attempts should be made to stop the hemorrhage. This is 
particularly important in patients who are suffering with in- 
creased blood pressure or any cardiovascular disturbance. As 
long as we are assured by the author that no harm results 
from injection of the carbolic acid, there is no reason why this 
should not prove to be another e xcellent adjuvant to treatment. 

H 


Tuberculosis of the Larynx 

D. I. Torin (Archives of Otolaryngology, 19:195-200, Feb- 
ruary, 1934) notes that tuberculosis of the larynx is secondary 
to pulmonary infection; isolated cases of apparently primary 
tuberculosis of the larynx have been reported, but most authori- 
ties agree that in such cases a pulmonary focus has been over- 
looked. It is true, however, that tuberculosis of the larynx 
does not develop in all cases of advanced pulmonary phthisis 
in which the larynx is constantly “bathed” in sputum full of 
tubercle bacilli; also that it may occur in cases with circum- 
scribed pulmonary foci and in quiescent cases, where there is 
little or no sputum, or no tubercle bacilli in the sputum. These 
facts have led to the conclusion that infection of the larynx 
occurs through the blood or lymph channels, a conclusion 
further supported by the fact that as a rule tuberculous infil- 
tration of the larynx is subepithelial. Tuberculosis of the 
larynx, the author believes, has not received the attention it 
deserves because of the belief prevalent among general prac- 
titioners that littlé can be done to relieve or cure it; and that 
the onset of laryngeal tuberculosis indicates a generalization 
of the tuberculous process and a necessarily fatal outcome. 
The process is rarely limited to one area in the larynx even 
in the earlier stages; infiltrations in various regions will 
usually be demonstrable on laryngoscope examination. In the 
early cases absolute voice rest (not even whispering is allowed) 
with general sanatorium treatment will often bring about a 
cure. If this method does not result in definite relief in three 
or four weeks, treatment with the electric cautery is indicated. 
The author has found this the only means of arresting the 
disease in cases not relieved by voice rest. Cases favorable 
for this treatment are those with incipient or moderate in- 
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volvement of the lungs, little or no fever, and body weight 
increasing or stationary. After cocainization, a white-hot 
cautery with suitable tip is plunged directly into each lesion; 
one to three cautery punctures may be done at each sitting. 
Treatment may be repeated in one to three weeks. Prompt 
improvement usually results with relief of symptoms and some- 
times cure. In advanced cases with severe pain on swallowing, 
injection of alcohol into the superior laryngeal nerve is 
indicated. 


COMMENT 


It is hardly necessary for us to make any comment on this 
excellent article, except to praise it. We thoroughly agree that 
absolute voice rest in such cases is most necessary. We aré 
glad to see that the author agrees with us that patients of this 
type are better taken care of in a well run sanitarium. 


Otology 


The “Acute Ear” in General Practice 


D. Guthrie (British Medical Journal, 1:4-6, Jan. 6, 1934) 
notes that in Edinburgh the percentage of severe ear infec- 
tions has recently been greater than usual, and this has brought 
the problem of the “acute ear” especially to his attention. 
Acute suppurative otitis is especially frequent in children; it 
usually follows colds, tonsillitis or some infectious disease such 
as measles or scarlet fever. Pain in the ear is the chief symptom, 
but as earache may be due to other causes, a careful examina- 
tion is necessary to make a correct diagnosis. Examination of 
the tympanic membrane with an electric otoscope is indicated; 
every practitioner should be familiar with the use of this 
instrument. In the early stage of acute otitis pain may be re- 
lieved by the use of glycerin containing 5 per cent phenol, or 
by the application of heat, but as soon as the presence of pus 
is suspected paracentesis must be done. All cases of acute 
otitis must be carefully watched for the development of signs 
of mastoiditis; pain, tenderness and sometimes edema behind 
the ear and an increase in the ear discharge are the chief 
indications of mastoiditis. It should be remembered, however, 
that tenderness behind the ear is not always present in mastoid- 
itis; while on the other hand tenderness in the mastoid region 
may develop in the early stages of otitis, and pass off ina day or 
two without further trouble. Mastoid tenderness appearing a 
week or more after onset of the otitis is of greater significance. 
Every doubtful case should be under the supervision of a 
skilled otologist. 


COMMENT 


_The remarks in this article are well worthy of considera- 
tion. Of particular importance ts sufficient knowledge of the 
ear for the general practitioner to differentiate the simpler con- 
ditions. The ear drum can always be readily examined with 
the electric otoscope and one should be able to tell whether 
a drum is congested or not or whether an incision of the drum 
ts necessary. Of particular moment, however, is the ability of 
the practitioner to make a routine e amination of the middle 
ear in all children who run an unexplainable temperature. In- 
fants, porticulerly, will not show any signs of an ear involve- 
ment and yet an acute infection there may be the beginning of 
a serious trouble. 

m. Bi. 


Aural Infections from the Colon Bacillus 

C. H. Smith (Archives of Otolaryngology, 19:249-251, Feb- 
ruary, 1934) notes that colon bacillus infection of the ear is 
very rare; it is usually secondary either to renal infection or 
some pathological condition in the lower bowel; in 1908 Lib- 
man reported one case of colon bacillus infection in a brain 
abscess in 141 cases of otitis media with or without compli- 
cations, and one case of colon bacillus infection in 25 cases 
of meningitis secondary to otitis. Since that time the author 
has found no case of colon bacillus infection in otitis or 
mastoiditis reported in literature. He reports a case in a 
woman thirty-six years of age admitted to the hospital with 
pain and discharge in the right ear, headache and a tempera- 
ture of 104° F. There was tenderness over the right mastoid 
and enlargement of the cervical glands on the right side. The 
right mastoid was exenterated, and a purulent clot found in the 
lateral sinus, which was explored and drained. The colon 
bacillus was found in the mastoid pus and the clot from the 
sinus; blood cultures were repeatedly positive for the same 
organisms. B. coli bacteriophage was applied to the operative 
wound, and also given intravenously, but symptoms of menin- 
gitis developed, and the patient died. Although there were no 
symptoms of renal infection, while the patient was under 
observation, there was a history of hematuria and dysuria a 
year previously and of more recent nocturia; at autopsy an 
abscess was found in the left renal pelvis from which the 
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colon bacillus was cultured—evidently the source of the blood 
and ear infection. 


COMMENT 


There is no reason why the colon bacillus can not be the 
cause of an acute ear infection. We have seen a certain num- 
ber of these but in every instance, if the infection has reached 
the mastoid cells, it has been due to an abrasion of the posterior 
canal wall with infection. The infection goes through the 
bony wall and finally invades the mastoid cells. This ts an 
extremely important differential point, for one does not have 
to take care of the middle ear after the mastoid operation ts 


ed, 
perform HOH. 


Acute Purulent Otitis Media in Diphtheria 

E. Bergh (Monatsschrift fiir Ohrenheilkunde, 68 :1-24, Janu- 
ary, 1934) presents a study of the incidence of acute purulent 
otitis media in diphtheria. In a study of 2,425 cases of diph- 
theria seen in the contagious disease hospital of Malmo in 
1921 to 1930, the incidence of otitis as a complication was low, 
but it varied widely from year to year, being as low as 1.1 
per cent in 1923, and as high as 12 per cent in 1930. It varied 
also according to the season, being highest in the months of 
January to March. Otitis occurred most frequently in patients 
from one to six years of age, while the incidence of diphtheria 
was highest at six to eight years. About half of the cases 
developed late—that is after the twenty-first day of the dis- 
ease; thus in diphtheria as in scarlet fever, otitis may be an 
early or a late complication. The occurrence of otitis had 
no influence on the mortality from diphtheria. The prognosis 
of diphtheria otitis is good for complete healing; a perma- 
nent perforation of the drum was observed in only 8.4 per cent; 
the greatest danger of such a perforation is in the first to the 
fifth year of life. The incidence of mastoiditis is also low in 
the otitis of diphtheria, only 5.3 per cent; the incidence of 
mastoiditis is also highest in the earlier years of life; no case 
of mastoiditis occurred in this series in a patient over ten 
years of age. 


COMMENT 


It is interesting to note that a certain number of acute ear 
infections take place during the course of diphtheria. We 
regret very much that the author does not state whether the 
diphtheria bacillus was found in a culture from the discharge 


or not. 
H. H. 


Functional Ear Examinations in Patients with Meniere's 
Syndrome 

Page Northington (Laryngoscope, 44:85-94, February, 1934) 
reports the use of functional ear tests (cochlear tests) and the 
vestibular tests in patients with Meniere’s syndrome. In most 
of the cases with Meniere’s syndrome, as shown in the four 
illustrative cases presented, there is no inflammatory or trau- 
matic lesion of the ears, and no positive evidence of disease of 
the central nervous system. The cochlear function appears to 
suffer more than the vestibular function, if judged by the re- 
sults of the tests; but in estimating the cochlear damage 
indicated by the hearing tests, the tinnitus present must be 
reckoned with. In cases with Meniere’s syndrome follow- 
ig head injury, when a complete examination is not possible 
because of the injury, the diagnosis of the extent of the damage 
to the ear may be made by the spontaneous vestibular phe- 
nomena present and by such testing of the hearing as is pos- 
sible. The use of the functional ear tests in connection with 
the vestibular tests are also of value in establishing the 
diagnosis in cases of intracrinial lesions and acoustic nerve 
tumors. 


COMMENT 

As far as we know the only way that one can make a defi- 
nite diagnosis of Meniere’s Disease is by making extremely 
careful functional tests of the ear. Unfortunately, the physt- 
cian makes a diagnosis of this serious disease after a very 
superficial examination. Because the patient complains of 
dizziness and beginning headache there ts no reason why one 
should not consider other factors such as a gastro-intestinal 
toxemia or, if there is one-sided deafness with dizziness, one 
may surmise that there is a blockage of the Eustachian tube 
with a rarefaction of air in the middle ear. 

H. H. 


Secondary Thiersch Grafting of the Radical Mastoid Cavity 
Through the Meatus 

W. I. Daggett and G. H. Bateman (Journal of Laryngology 
and Otology, 49:169-174, March, 1934) report the use of 
secondary Thiersch grafting through the meatus as a routine 
in the radical mastoid operation. Thiersch grafting; they note, 
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is more successful on healthy granulations than if done on 
completion of the original operation, but it is inadvisable to 
re-open the postauricular wound when such granulations have 
formed—ten to fourteen days after operation. Grafting 
through the meatus has been done by others, but its use as a 
routine in the radical mastoid operation has not been reported. 
The authors’ method is as follows: At the time of the radical 
mastoid operation, special attention is given to re-fashioning 
a wide meatus. The dressing is changed on the seventh day 
under gas-oxygen anesthesia. From the seventh to the four- 
teenth day the dressing is changed and the cavity syringed 
when necessary. On the fourteenth day the Thiersch grafting 
is done under intravenous evipan sodium anesthesia. Several 
small skin grafts (from the thigh) are used, as it is not easy 
to fashion a single graft of the right shape nor easy to intro- 
duce such a graft through the meatus. Various methods of 
holding the grafts in position have been tried, but the most 
satisfactory method—and the one now used exclusively—is the 
pouring of paraffine wax into the cavity. Patients are allowed 
to go home in a day or two after insertion of the wax; re- 
moval of the wax is done in fourteen days, when it is entirely 
painless, and a little powder is insufflated into the cavity. No 
other treatment is necessary. The authors have used this 
method of skin grafting in 71 cases in which the radical mas- 
toid operation was done. The wax has been used in 19 cases; 
in all these 19 cases the grafts have taken, and there has heen 
no adhesion between the roof and the facial ridge. 
COMMENT 

It is seldom that grafts of any kind are necessary after a 
radical mastoid operation if the operation is properly per 
formed. Even when large areas of denuded bone are present, 
the islands of granulation tissue will cover them. llowever, 


there may be a certain number of cases in which grafts are 

necessary and the procedure herein described may be very 

satisfactory tf performed by one who knows the technique. 
H. } 


Mastoidectomies with Modified Closure of the Mastoid Wound 

H. D. Silver (Medical Record, 139:273-275, March 21, 1934) 
describes a method of closing the mastoid wound in layers after 
all the mastoid cells have been removed. The cavity is first 
packed with gauze; the periosteum is closed with interrupted 
chromic sutures; the muscles overlying the periosteum with 
chromic catgut sutures; the skin with plain silk. In uncompli- 
cated cases the wound is closed along its entire length except 
for a small opening at the lower end for removal of the drain; 
in cases with perisinus or subdural abscess, only the upper 
half of the wound is closed with sutures. This closure of 
the wound provides a firm roof over the mastoid cavity, and 
obviates depressions or ugly scars behind the auricle. In 96 
mastoidectomies with removal of all mastoid cells and closure 
of the wound as described, secondary operation was necessary 
in only one case. 


COMMENT 


Regardless of the fact that one may expect a more perfect 
result if the various layers of tissue overlying the mastoid are 
brought together, it is surprising what good results may be 
obtained by a clean operation and a coaptation of the skin 
wound. We are decidedly against packing the mastoid wound 
with gauze. We agree with the author that the wound may be 
closed except at the lower angle and only a small drain in- 
serted through this wound into the antrum which may be 
removed within thirty-six hours. Our cosmetic resulls have 
been uniformly perfect. One or two little points may help in 
healing. After the mastoid cells are completely exenterated, 
we pour ether into the wound for purely theorelical reasons. 
After the first drain is removed, a small wick of paraffinized 
gauze is inserted daily until all discharge has ceased. We feel 
that better coaptation is obtained by the use of Michel clamps 
than by sutures. These are removed on the fifth day and 
the edges of the wound kept from spreading by keeping them 
together with strips of adhesive tape. 

H. H. 


Gynecology 


Two Important Biological Factors in Fertility and Sterility 

E. Novak (Journal of the American Medical Association, 
102 :452-454, Feb. 10, 1934) discusses the time of ovulation in 
the menstrual cycle and the possibility of anovulatory menstru- 
ation in relation to fertility and sterility. He discusses the 
recent literature on the time of ovulation and from this and his 
own observations he concludes that: Most ovulations occur at 
the eighth or tenth to the eighteenth or twentieth day of the 
menstrual cycle in women with menstrual cycles approximating 
the four weekly type, with the maximum at about the twelfth 
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to the fourteenth day. Conception is least likely to occur from 
coitus in the immediate postmenstrual period (up to the eighth 
day of the cycle) and especially in the premenstrual period 
(after the twentieth day). For women who are desirous of 
having children, the optimal time for coitus is from the tenth 
to the eighteenth day of the menstrual cycle, and especially 
from the twelfth to the fourteenth day. Novak notes that for 
many years he has considered this advice as an important part 
of the management of cases of sterility. In cases of sterility 
that cannot be explained by any abnormality or pathological 
condition in either the wife or the husband, Novak maintains 
that it may be due in some cases to “anovulatory menstru- 
ation,” i.e., menstruation without ovulation. The author main- 
tains that anovulatory menstruation is not as rare in the human 
female as has been supposed. Functional menorrhagia is char- 
acteristically associated with an anovulatory mechanism; the 
same mechanism probably occurs in a certain proportion of 
women for a time after puberty and for a time before the 
actual menopause, and may occur at any age. Whether or not 
ovulation occurs can be determined by a study of the endo- 
metrium just before the expected menstrual flow; if ovulation 
has occurred the endometrium shows the characteristic secre- 
tory changes produced by the corpus luteum hormone; if no 
such secretory changes are found, it may be assumed that there 
is no corpus luteum, and the absence of corpus luteum secretion 
would prevent pregnancy because the prenidatory preparation 
of the endometrium depends upon it. Ina small series of sterile 
women, examination of the endometrium has indicated the 
absence of corpus luteum and ovulation as the presumable cause 
of the sterility. This can best be overcome by some endocrino- 
therapeutic means, when such methods have been properly 
developed. 
COMMENT 

It is pretty well established that menstruation without ovula- 
tion does occur. The writer agrees with Novak that it occurs 
more frequently than was formerly supposed. Experimental 
evidence is at hand to substantiate this view 

The usual “safe period” of the me nstrual cycle may not be as 
safe a guide in practice as it may seem by scientific deduction, 
and therefore the practitioner should not be too dogmatic when 
giving contraceptive advice based upon this premise. The writer 
has had it fail many times. 

In the management of the sterile woman the optimal time for 
coitus, according to Novak, should be between the 10th and 
18th days of the menstrual cycle, since it has been proven that 
during this period the conditions for conception are at their 
best. Naturally, there are many other factors to be considered 
in every case of sterility, and it would be perfectly useless to, 
promise a possible pregnancy purely on “half baked” advice. 


Do not forget! the husband plays an important role in these 
cases. H. B. W 


Associated with Low Basal 


Amenorrhea and Oligomenorrhea 
Metabolic Rates 

R. D. Mussey and S. F. Haines (American Journal of Ob- 
stetrics and Gynecology, 27 :404-407, March, 1934) report a study 
of 27 patients with amenorrhea or marked oligomenorrhea in 
which the basal metabolic rate was low, varying from —27 to 
—11 per cent.; in 16 cases the rate was between —16 and —20 
per cent. None of these patients showed symptoms of true 
myxedema; the skin was dry and sallow, but not scaly; fatigue 
was a common prominent symptom; gastric acidity was usually 
low; many patients were asthenic, their symptoms resembling 
those of neurasthenia. The ages of these patients varied from 
sixteen to forty-nine years, averaging twenty-nine and two- 
tenths years. The duration of amenorrhea varied from two 
months to four years; those who had short periods of amenor- 
rhea had had them repeatedly. In these cases the basal me- 
tabolic rates were carefully raised by the use of desiccated 
thyroid gland given by mouth. At the beginning of treatment 
doses of about 4 gr. daily were given for three or four days, 
then the doses were reduced to 1 to 2 gr. daily. Determinations 
of basal metabolism were made every four to seven days; and 
the dose was stabilized to maintain the basal metabolic rate at 
—5 to —8 per cent., as in most cases of this type patients did 
not feel well if the metabolic rate was raised to a higher level. 
After the optimum dosage was determined, patients were al- 
lowed to return home to continue the treatment. The patients 
were under observation for six months to three years, during 
which time the basal metabolic rate was held as nearly as pos- 
sible at a constant level by the administration of desiccated 
thyroid. The condition of 13 of the 22 patients with amenor- 
rhea (59 per cent.) was definitely improved by this treatment; 
in 7 of these menstruation was re-established to normal; the 
longest duration of amenorrhea in these patients who were im- 
proved was one year. Of the 5 patients with oligomenorrhea, 
2 were definitely improved by this treatment. The improve- 


- 


ment in the feeling of well-being and in ability to carry on 
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normal activities with less fatigue justifies the continuance of 
this type of treatment; but the dosage must be carefully regu- 
lated to maintain the basal metabolic rate at the optimum level 
and not to raise it too high. 


COMMENT 


The administration of thyroid extract in this type of patient 
is very often specific. If the practitioner is capable of deter- 
mining from physical examination whether or not his patient 
ts of the hypothyroid type—and it can be done in many cases— 
basal metabolism determinations need not be done. Very good, 
if the patient can afford several basal metabolism determina- 
tions, but a “try out” for the hypothyroid type, on the thyroid 
extract, may solve the problem without the additional expense 
to the patient. The diagnostic values of basal metabolic rates 
are not all they are “cracked up to be” anyway, even when they 
are carried out under proper conditions ‘by a competent tech- 
nician, properly a doctor; and when they are calculated under 
the usual conditions they are practically worthless. 

H. B. M. 


Infection in the Innocent-Looking Cervix 

T. B. Seller and John T. Sanders (New Orleans Medical and 
Surgical Journal, 86:613-618, March, 1934) emphasize the im- 
portance of infection in the so- -called ‘ ‘innocent-looking cervix” 
as a cause of pelvic and constitutional symptoms. The cervix 
in these cases shows an increase in size, bluish discoloration of 
the tissue, a consistency softer than normal, slight discharge, 
and sometimes slight erosion. in a cervix of this type the infec- 
tion invades the racemose glands, and may be “sealed up” within 
the depth of these glands; this favors lymphatic absorption, with 
a resulting pelvic lymphangitis which causes such symptoms as 
uterine dysfunction, pelvic pain and ureteral spasm and stric- 
ture. This type of cervical infection is best prevented by care 
during infancy and childhood, and by early treatment of lacera- 
tions and erosions in adult women. The best treatment for this 
type of cervical infection, the authors kave found, is conization 
with the high frequency current for the eradication of the 
infected glands. 


Praeternatural Patulousness of the Fallopian Tubes 

J. R. Goodall (Journal of Obstetrics and Gynecology of the 
British Empire, 41:78-81, February, 1934) reports that he has 
seen several cases of peritonitis in young women, arising from 
a uterine or tubal infection prior to operation. In one of these 
cases such an attack of peritonitis developed on two occasions 
at an interval of three years. He has also seen 4 cases of 
chemical peritonitis resulting from vaginal douches (bichloride 
of mercury in 2 cases). In all these cases the Rubin test proved 
the Fallopian tubes to be abnormally permeable, the gas enter- 
ing the peritoneal cavity at 2 pressure of 30 to 50 mm. Such 
abnormally patulous tubes are “a menace to the peritoneal 
cavity,” because of the ease with which an ascending infection 
may invade the peritoneum. The author suggests also that 
occasional transtubal menstrual bleeding may be due to such 
excessive permeability of the tubes, and that these two condi- 
tions—unusual tubal permeability and menstrual spill—may ac- 
count for the incidence of endometriosis in the pelvic and ab- 
dominal cavities. 


Roentgen-Ray Therapy of Malignant Ovarian Tumors 

M. Joly (Bulletin de la Société d’ obstéttrique et de gynécologie 
de Paris, No. 2:128-132, February, 1934) reports the use of the 
Roentgen rays in the treatment of malignant tumors of the 
ovary. An operation should be done in cases where the pres- 
ence of such a tumor is suspected, first, to establish the diag- 
nosis, and secondly, to remove as much of the tumor as possible. 
Rarely is a complete removal of a malignant ovarian tumor 
possible; and frequently there are metastases in the peritoneum 
at the time of operation. Biopsy is desirable for diagnosis; but 
the author has found it is not of value for determining the 
radiosensitivity of ovarian tumors. Radiosensitivity in these 
cases appears to depend upon some other factor than the histo- 
logical character of the tumor. In 3 cases of a similar histo- 
logical type treated by Roentgen-ray irradiation, the tumor dis- 
appeared rapidly and the patient has been living. and well eleven 
years in the first case; in the second case there was little re- 
sponse to radiation and the patient died in six months; in the 
third case, there was considerable improvement and the patient 
lived two years. Roentgen-ray therapy should not be begun 
until three weeks after operation. Up to 1932, the author had 
treated 32 cases of malignant ovarian tumor with postoperative 
Roentgen-ray irradiation; of these, 7, or 30 per cent., were 
living and well from one to nine years at that time; since then 
one of these has had a recurrence and died. Since 1932, 11 new 
cases have been treated; 4 died within six months; 5 are living 
from six months to a year; and 2 for a year and a half. As 


(Continued on page 160) 





May, 1934 © == 


Medical Times 


& LONG ISLAND MEDICAL JOURNAL (CONS.) 


A Monthly Record of Medicine, Surgery 
and the Collateral Sciences 
ESTABLISHED IN 1872 


EDITED BY 
ARTHUR C. JACOBSON, M.D. 


Matrorp W. Tuewtis, M.D., Associate Editor 
Harvey B. Mattruews, M.D., Associate Editor 
Georce J. Brancato, M.D., Assistant Editor 


Editorial Representatives of the Associated Physicians of Long Island 


ALEC N. THOMSON, M.D. WILLIAM H. ROSS, M.D. 
ARTHUR C. MARTIN, M.D. JOSHUA M. VAN COTT, M.D. 
CARL BOETTIGER, M.D. 


Contributions. EXCLUSIVE PUBLICATION: Articles are accepted 
for publication on condition that they are contributed solely to this 
publication and do not contain references to drugs, synthetic or otherwise, 
except under the following conditions: 1. The chemical and not the trade 
name must used. 2. substance must possess the approval of the 
Council on Pharmacy and Chemistry of the American Medical Association. 
When authors furnish drawings or photographs, the publishers will have 
half tones and line cuts made without expense to the writers. 


SUBSCRIPTION RATES—(Strictly in Advance) 
$2.00 per year 
$3.00 per year 


Unitep States AND Possessions . : 
CANADA AND Foreign Countrizs 1n Postar Union 
Sincie Corres, 25 Cents 


Notify publisher promptly of change of address or if paper is not 
received regularly. Rootibosens for subscriptions will not be acknowledged 
but dating on the wrapper will be changed on the first issue possible after 
receipt of same. All communications should be addressed to and all 
checks made payable to the publishers. 


ROMAINE PIERSON PUBLISHERS, INC. 


CAROLINE R. PIERSON, President 
ARTHUR C. JACOBSON, Treasurer 
RANDOLPH MORANDO, Secretary 
REGINALD E. DYER, Director 
GEORGE V. NIXON, Advertising Mgr. 


Published at East Stroudsburg, Pa., with executive and editorial offices at 
95 Nassau St., New York, N. Y. 


All Exchanges and Books for Review, Address: 
1313 Bedford Avenue, Brooklyn, N. Y. 








NEW YORK, MAY, 1934 








Maternal Mortality 


In accounting for our maternal death rate we must 
necessarily consider a number of factors for which the 
medical profession is in no wise responsible, such as 
economic exploitation with its shattering of health. The 
system under which we live is “characterized by a 
grossly unequal distribution of wealth and of ability to 
pay for the essentials or the luxuries of life” 
(J. A. M. A., March 3, 1934, p. 697). Then there is 
late marriage, with its several obstetric implications. 
Finally, there is a factor to which we might well give 
some serious attention—the constant change in the ratio 
of primipare to multipare incidental to the falling birth 
rate. In so far as the ratio of the former to the latter 
continues to increase will not maternal mortality tend 
to continue to stay at about the present rate regardless 
of the estate of the obstetric art? If the old-time ratio 
prevailed today, would not obstetric advances register 
greater triumphs? Surely the doctor is not at fault here, 
if our surmise is correct. 
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The stepping up of the aforesaid ratio has gone on 
until at the present time about 38 per cent of all women 
delivered annually in the City of New York are primi- 
pare (estimate based upon Health Department data 
for 1928, 1929 and 1932 furnished by Dr. John T. 
Walsh, Acting Registrar). 

Some figures for Budapest which we have seen show 
a 100 per cent increase in the number of elderly primi- 
pare, requiring a much more frequent operative termi- 
nation of labor, over a period of nineteen years, In 1912 
the forceps frequency was 1.88 per cent and, in 1931, 
6.6 per cent. In 1912 the cesarean section frequency 
was 0.34 per cent and, in 1931, 2.02 per cent (First 
Women’s Clinic of the University of Budapest, Hun- 
gary; Professor Charles Burger, Director of the School 
of Midwifery). Since maternal mortality is greater 
in operative deliveries than in normal spontaneous 
deliveries, and since the number of our own primi- 
pare who are not very young is increasing perhaps as 
rapidly as in Budapest, one can see this social factor 
reflected in the maternal mortality records 

“Young” multipare show relatively greater resist- 
ance to infection than “old” primipare. The risks from 
puerperal infection and toxemias of pregnancy, in com- 
paratively young women, seem to tend to diminish after 
the first child. Dr. Kay Menzies, public health officer 
to the London County Council, published data in the 
Medical Officer of August 31, 1929, showing that the 
reason why maternal mortality has not varied in recent 
years in spite of scientific progress is very largely the 
decrease in the birth rate with its resultant increase in 
the proportion of primipare. This we should qualify 
by adding “in the older categories.” 

Recent studies supply in addition an experimental 
basis for the conclusions drawn from statistics; the 
study of the reticulo-endothelial system in pregnant 
women, largely in Germany, has shown that the activity 
of these cellular constituents which promote the defense 
of the organism against infection is definitely greater in 
multipare than in primipare (H. Benda, Der Reticulo- 
Endotheliale system in der schwangerschaft, Berlin, 
1927). But here, again, age should be taken into ac- 
count. 

The continuous fall in the birth rate is, we believe, 
giving us a larger proportion of primiparous deaths 
every year. Thus in 1930, in New York City (Maternal 
Mortality in New York City, 1933), approximately 
42.43 per cent of the women who died were primipare ; 
in 1931, approximately 44.03 per cent of the women 
who died were primipare; and in 1932, 45.18 per cent 
of the women who died were primipare (computed 
from the table on page 228 of the above report). 

As the birth rate falls, then, the maternal mortality 
tends generally to rise. Thus the New York City birth 
rate for 1930 per 1,000 population was 17.6 and the 
total maternal mortality 5.19; for 1932 the birth rate 
was 15.2 and the total maternal mortality 5.69. 

Deaths during the puerperium from septicemia, in 
New York City. rated as 2.15 per 1,000 live births for 
1930; 2.36 for 1931; and 2.44 for 1932. This increase 
may, we suspect, be correlated with the increase of the 
primiparous ratio of deaths. 

In this editorial we have merely aimed to discuss a 
factor understanding of which tends to discount, per- 
haps greatly, the element of culpability in respect of 
maternal mortality alleged against practitioners. Other 
studies, notably the wise utterance of the New York 
Obstetrical Society, have further discounted the afore- 
said element. 
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The Medical Book News Editorship 


Beginning with this issue, Tasker Howard, M.D., 
F.A.C.P., distinguished internist and man of broad cul- 
tural interests, assumes the editorship of MEDICAL 
BOOK NEWS, a section of the journal which under 
the able direction of our highly esteemed colleague, Dr. 
William Henry Donnelly, has attained a unique distinc- 
tion as a critical guide through the great maze of medical 
literature. Dr. Howard is a member of the Attending 
Staff at the Long Island College Hospital and a con- 
sultant to the Kings County, Brooklyn Eye and Ear, 
Norwegian, Caledonian, St. John’s, Rockaway Beach 
and Cumberland Hospitals. Under Dr. Howard’s editor- 
ship we expect this department, in which we take a 
peculiar interest, to gain even more importance in dis- 
criminating readers’ eyes. 


Pity Hudge and Gudge 


According to press reports, a member of the faculty 
of Columbia University pictured on March 29, before 
the American Chemical Society, the coming of a super- 
man evolved by drugs. If correctly reported, the Pro- 
fessor said that drugs of the future would enhance alert- 
ness and intelligence, stimulate spiritual qualities, enable 
the body to utilize all its latent powers without any after 
effects and make it possible for man to attain a greater 
and keener esthetic enjoyment of his own life, with great 
good will toward the rest of his fellows, “synthetic su- 
permen” like himself. 

The Professor said much more of the same sort of 
thing, but the foregoing paragraph is a sufficiently good 
sample. 

The drug manufacturers of the future will have to 
make great efforts to avoid understatements in describing 
the properties of their products. Perhaps they will be 
penalized, not for unwarranted claims, but for misrepre- 
sentations of another sort. Thus our grandchildren may 
read a news item in the Daily Vulture running about like 
this: 

The firm of Hudge and Gudge is being prosecuted upon 

a charge of markeiing a product known as Super-S with a 

label erroneously setting forth alleged powers for raising 

the intelligence quotient, when in reality it has been shown 
to possess the power of transforming Hottentots into ardent 

fundamentalists. The penalty for this, if convicted, is a 

long term in Atlanta Prison. 

The Professor's dream would appear to represent 
either mere wish fulfillment or the birth strivings of a 
new brain trust. 

At any rate, some scientists seem not to lack high- 
powered imaginative faculties—which by some are re- 
garded as assets making for progress. We have fur- 
nished a good sample. How do you like it? 


Condemned on the Record 


Chickens come home to roost. The doctor’s free work 
is now cited as a proof that he is unfit to pursue his 
destiny as an individualist. The public service that he 
has contributed gratuitously, as though, like no one else 
in the community, he were above the operation of eco- 
nomic law, is now pointed to as a proof that he is a fool. 
We richly deserve the castigation we are now receiving. 

So we find Mr. William Trufant Foster, of Newton, 
Mass., a well known economist, raising the question as 
to whether it is folly to burden physicians any longer 
with business affairs which they have notoriously mis- 
managed, for which they are not trained, in which they 
are not interested, and which interfere with that single- 
hearted devotion to patients which is the glory of their 
profession. Mr. Foster raised this question at the joint 
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meeting of the American Academy of Political and So- 
cial Science and the College of Physicians of Philadel- 
phia, held in Philadelphia on February 7 of this year. 

What can we say in self defense? Have we or have 
we not been fools? We should say that we have been. 
The Fosters have us at a disadvantage and can not be 
blamed for castigating us and attempting to dispose of 
us as they desire. 


A Confusing Use of Terms 


In the three articles in this issue on amebiasis the 
authors employ the term Endamoeba histolytica instead 
of the Continental and English Entamoeba histolytica. 
The latter term is universally used abroad and by many 
American writers, e.g., Cecil, Nelson, Osler (McCrae), 
Tice and Karsner. Stedman, in his American Diction- 
ary (1933), remarks that Endamoeba is “sometimes in- 
correctly used for Entamoeba.” 

Craig, in his Parasitic Protozoa of Man (1926, p. 18), 
throws light on this subject, which vexed the editor con- 
siderably until a search under the guidance of Mr. 
Charles Frankenberger, Librarian of the Medical So- 
ciety of the County of Kings, Brooklyn, revealed the 
facts set forth in the following paragraphs. 

The genus Endamoeba, says Craig, was established 
by Leidy, in 1879, to include the parasitic amoeba of 
the cockroach (Blatta orientalis). Prior to Leidy’s re- 
searches all amoebae, both free-living and parasitic, 
were included in the genus Amoeba, but his studies of 
the Amoeba blattae, the parasitic amoeba of the 
cockroach, convinced him that it should be placed 
in a new genus distinct from the free-living amoebae 
with which it had been classified, because of marked 
differences in morphology, life-cycle, and habitat, and 
he proposed the name Endamoeba for this new genus. 
Thus Amoeba blattae became Endamoeba blattae and 
the type species of the genus. 

An error was first made, says Craig, by Casagrandi 
and Barbagallo (1895), who, in ignorance of Leidy’s 
genus Endamoeba, proposed the name Entamoeba for 
a new genus in which Entamoeba coli was selected as 
the type species. This error was repeated again in 1903, 
by Schaudinn, who accepted Casagrandi and Barbagal- 
lo’s name, and included in this genus both coli and his- 
tolytica. 

Craig concludes that the question of whether En- 
damoeba blattae is cogeneric with Endamoeba histolyti- 
ca and Endamoeba coli being still in dispute, it is the 
part of wisdom, until the question is settled, to place 
all of these amoebae in the genus Endamoeba and to 
drop the name Entamoeba entirely from use as a gen- 
eric name. 





Aspects of Amebic Dysentery 
(Concluded from page 145) 


centrally placed karyosome surrounded by a halo. The 
rest of the nucleus consists of a lighter stained linin 
network. The nucleus varies from 4 to 7 micra in 
diameter. The cysts of Endamoeba histolytica will ex- 
hibit a very lightly stained or unstained cytoplasm, but 
the four nuclei will stain as does the nucleus in the 
vegetative phase. One or two black, or dark brown, 
linear chromidial bodies, appearing as bars or rods with 
blunt or tapering ends, are often found. The cysts of 
Endamoeba histolytica range in size from 6.6 micra to 
15 micra. 


CULTURES 


Various media have been recommended for the cul- 
tivation of Endamoeba histolytica. One of the most 
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recent, and simplest, is a slant of 1% bacto liver in- 
fusion agar, filled with a 1/10 dilution of normal 
human or horse serum. To this is added a pinch of 
rice flour. Inoculate with feces, and incubate at 37 C. 
Maximum growth is obtained by the end of 48 hours. 
A valuable recent book, to which I freely acknowl- 
edge indebtedness, is Kenneth M. Lynch’s “Protozoan 
Parasitism of the Alimentary Tract,” Macmillan, 1930. 





Cultural Medicine 
(Concluded from page 147) 
home in high silk hat and frock coat. He never owned 
a cap. He tried to establish an indoor hobby, like col- 
lecting etchings, but medical literature held too strong 
a lure. He tried going on vacations. But when the 
lower half of the trunk holding unread medical maga- 
zines was empty he “could stand it no longer.” 

The portrait in oil which will be unveiled tonight is by 
McColl Chase of New York City, and we may congrat- 
ulate ourselves on its success. This face with the mus- 
tache alone shows the strength of his modeling better 
than the frame of many years, the side-whiskers which 
belong to the days of the frock coat and tall collar and 
high hat that were then the badges of professorial 
standing. It remarkably renders that forthright look 
that pierced shams and side-stepping and bored deep 
down to the things that count. Of those things that 
count, of integrity, industry, incessant service to others, 
loyalty, modesty, of sheer character of “right-wise-ness” 
—of these things, we now raise upon our walls, as in- 
spiration, an exemplar most distinguished. 


LONG ISLAND 








Miscellany 





THE HEART ITSELF SPEAKS 


The cardiologists, clinicians, physiologists, laboratory men, 
technicians, pathologists, pharmacologists, physicists and mathe- 
maticians are hot on the trail of my secrets; the pace grows 
faster and faster. 

Let me tell these gentlemen that they are only on the thresh- 
hold of things cardiac. What Sir James Mackenzie said is still 
true: “So obscure are the effects of disease upon the heart’s 
action that only a very small proportion of the work has been 
accomplished, so that there still lies before an intelligent in- 
vestigator a region of indefinite scope, fascinating and full of 
interest, and withal of the greatest practical importance to 
suffering humanity.” Nobody knows that better than myself, 
and I am a bit tempted to hint a little, before I finish these 
remarks, as to the best line for immediate research—a line which 
has already been touched a little by adventurous spirits. 

What a fascinating progression heart study has been, with all 
its successive tools: the stethoscope, blood-pressure apparatus, 
the art of percussion, the polygraph and the electrocardiograph. 
But here I must hint again: a new field of graphic representa- 
tion is looming up that will tend to minimize the importance of 
much that has gone before. 

With the development of the successive tools there has 
been varying emphasis upon cardiac behavior. Thus there was 
the period when murmurs were everything; then came the em- 
phasis upon the arrhythmias; then the absorption in the study 
of myocarditis; and then the concentration upon coronary 
disease, the great symbol of the last phase being the electro- 
cardiogram. Here the spirit of prophesy strives to force me to 
betray the secret of the immediate future and the next great 
obsession. 

I must stop here to pay a tribute to the Sherlock Holmeses of 
the clinic and laboratory who have learned, in a measure, how 
to interpret my vagaries as revealed in part by the electro- 
cardiograph. They have been clever and ingenious in the face 
of the greatest difficulties, not the least of which is the fact 
that even a normal electrocardiographic record may show great 
variations, for is it not true that even in a state of health (so- 
called) the P waves may be absent in Lead 1, inverted in Lead 
11, upright but split in Lead 111? May not the ORS complex 
be upright in Lead 1, but downward in Lead 111, as in left 
axial deviation, and the individual still be healthy ? May not 
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the T waves be inverted in Lead 111 in the case of persons 
whose physical examinations are negative for ill health? 

The truth is, of course, that I am sometimes bored by my 
own orderly routine and stage a few extrasystoles now and 
then, to the alarm of the individual. Entre nous, | sometimes 
even fibrillate, purely in a spirit of mischief, and the cardiolo- 
gist is puzzled by his patient’s graphic description of the episode, 
for which the former can find no clinical justification. You 
know that even the planned economy that the doctrinaires at 
Washington are talking about will be bound to miss a beat 
now and then in practice. What do you expect of the imperfect 
human heart? 

The last thought leads me to remind you that I am by no 
means the most perfectly functioning organ of the human 
mechanism. Even my structure is not perfect, let alone my 
physiology. As mammals go, I am pretty good; I admit it 
myself, but let us, for a moment, consider this point in some 
detail. 

I serve my purpose well enough as long as the individual is 
healthy, but when certain pathological changes enter in I fail to 
meet the criticism of pure physical science. And so it has 
been pointed out by Parsonnet and Hyman (Applied Electro- 
cardiography, with foreword by Harlow Brooks) that “Pure 
science would have constructed a four-chambered pumping sys- 
tem with six valves instead of four. If there were a valve at 
the sinus venosus at the entrance of the right auricle, and if 
there were a similar valve at the entrance of the pulmonary 
vein to the left auricle, the sequela which follow the stenosing 
of the mitral or tricuspid valves would not happen. Nature, 
however, has not been incognizant of the need of such valves, 
because the organism readily appreciates that contraction of the 
right or left auricles forces the blood in two directions; namely, 
through the respective auriculo-ventricular valves as well as 
backward through the approaching veins. Certain ill-defined 
bands are found in the right auricle, while the pulmonic veins 
also have a series of rudimentary shelves which tend to act as 
baffle plates in preventing the blood from back-flow into the 
lungs. Thus, a purely mechanical criticism of the heart as a 
pumping machine shows it to be not absolutely efficient.” 

These authors go on to say that if fault may be found with 
the contracting and valvular system itself, more is it true of 
the specific mechanism which controls the technical elements of 
the pump, and so many of the irregularities of the heart beat 
are directly enhanced by the imperfect distribution of the 
stimulus for muscular control. Whereas in the combustion en- 
gine electrical energy is manufactured from a generator and is 
distributed by wires to the respective firing cylinders, reaching 
the end point without interruption, in the specific system of the 
heart the impulse, having been generated, must find its way 
through the auricles without the assistance of a definite path- 
way, finally striking the lower node and being carried to its 
terminal point. This is all very well in the ordinary circum- 
stances of life, but when the cardiac system is altered by dis- 
ease, “this deficiency in the mechanism assumes a sinister 
aspect.” 

I am not at all perturbed by all this, for so long as I am 
properly fed by my own coronary vessels, and they in turn by 
the entire vascular system, each and all endowed with their 
own automatic propulsive power, I expect myself to function 
fairly well. 7 

Goodness, I have let the cat out of the bag!. I suppose I 
might as well defy my inferiority complex, which the cardio- 
logic world has for so long helped me to compensate for, and 
confess to the truth. After all, the vascular mechanism comes 
before me, in point of importance. 

It will be very hard, after all the centuries of flattering 
a ee ee a regen to Riathoven and Lewis, 
which auxiliary force r should ye “ = perietaleie, without 

) b s e quite unable to sustain the 
general circulation. 
_Eh bien! “The captains and the kings depart.” I have 
seemed long and have had a bully time. The king is dead. 
wat rex! 


The Summer Meeting of the 
Associated Physicians of 
Long Island 


To be Held in Suffolk County, June 12th, 
Cold Spring Harbor, L. I. 


Dr. Thomas B. Wood, the president of the Associated 
Physicians of Long Island, is favoring Suffolk County by tak- 
ing the association to Cold Spring Harbor on Tuesday, June 
12th, for its summer outing and scientific session. Several 
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years have elapsed since a meeting was held in Suffolk County. 
Many of the members have been loyal and have made the 
journey to Garden City, Long Beach, Roslyn, and Brooklyn 
when necessary to attend meetings. This meeting at Cold 
Spring Harbor is planned to bring out a large group from 
farther down the island. The men of Nassau, Queens and 
Kings have missed the fellowship of those from Suffolk and 
promise to attend the summer meeting. 

There are two places of scientific interest in Cold Spring 
Harbor, the New York State Fish Hatchery and the Marine 
Biological Institute. For one to see the trout and other fish 
and the methods of propagating and feeding them is alone a 
treat. The Biological Institute is an equal treat, for the facul- 
ty and students are constantly working on problems of marine 
life which involve the medical man when some of these marine 
organisms become a menace to health. Inspection trips through 
these two fine institutions will be featured in the afternoon 
of June 12th. It is hoped that the scientific session can be 
provided by the faculty of the institution and it will undoubt- 
edly include discussions on shell fish with the health problem 
which they present, the cod and halibut and their new value 
to medicine due to their important liver-oils, the recent findings 
on bacteriophage in tanks of sea water and the fungus diseases 
of fish which are quite closely allied to similar skin disease: 
in the human. The program has not been chosen, but the top- 
ics here mentioned give an idea how interesting this meeting 
will be. If some members have an idea for a lively subject 
of interest which is along this line it will be gratefully ac- 
cepted by the president, Dr. T. B. Wood, or the secretary, 
Dr. D. E. Overton. 

The dinner at Cold Spring Harbor quite naturally will be 
in the nature of a clam bake, for where on Long Island can 
one find better clam bakes than on the shores of this famous 
harbor? The location of the clam’ bake will be close enough 
to both the fish hatchery and the institute to make it compara- 
tively simple to attend all three activities without moving about 
very much. 

Save Tuesday, June 12th, for a grand outing on the north 
shore of Long Island with your friends in the Associated 
Physicians and be prepared to eat a delicious clam bake such as 
only experts can prepare and connoisseurs appreciate. Urge 
your friends to come and bring their friends in the association 
as a tribute to Dr. Wood. This will be a fine time for men 


from the eastern end of the island to renew acquaintances 
with those from the western end, and those from the middle 
will naturally find themselves right at home. 


Dinner of the Past Presidents of the 
Associated Physicians of Long Island 


The Associated Physicians of Long Island have rounded out 
thirty-five years of activity under very able presidents. Be- 
ginning with Dr. William Browning of 54 Lefferts Place, 
Brooklyn, the list of presidents of the association has been a 
noble aggregation of men who have made their mark in medi- 
cine. It has long been a cherished tradition of the association 
that the past presidents should gather together for a dinner in 
honor of the incoming president, and this tradition was ob- 
served on March 3, 1934, with the customary enthusiasm and 
expression of fellowship. 

On Saturday night, of March 3rd, in the Granada Hotel, 
there sat together about a dinner table eight past-presidents 
who have guided the destinies of the Associated Physicians of 
Long Island over the whole span of thirty-five years. At the 
head of the table sat Dr. William Browning, the first presi- 
dent and founder of the association, while at the other end sat 
Dr. Thomas B. Wood, the incoming president. The other men 
were Dr. Frank T. De Lano of Rockville Centre, Dr. Joshua 
Van Cott of Brooklyn, Dr. Arthur D. Jaques of Lynbrook, 
Dr. Walter Truslow of Brooklyn, Dr. Edwin P. Kolb of Holts- 
ville and Dr. William J. Malcolm of Jericho. The group 
were unanimous in their thanks to Dr. Malcolm for the splen- 
did record he made in the past year, for he was responsible 
for the breaking of attendance records of many years’ stand- 
ing and for the return of a great many delinquent members 
to activity. Dr. Wood was commended for his years of serv- 
ice as chairman of the committee on entertainment, and for 
the energy which he has already injected into the association 
by his early selection of committeemen. f 

One of the matters discussed informally was that of holding 
a summer meeting a little farther out on the island than has 
been held recently. In respect to the members from Suffolk 
County who for several years have been attending meetings 
held outside of their county, and in order to appeal to those 
who have found the distances too great to travel, the past- 
presidents suggested that the June meeting be held in Suffolk 
County. Consequently, the location for the summer meeting 
has been definitely placed in Cold Spring Harbor, which is a 
beautiful North-shore town where the entertainment committee 
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will provide interesting programs at the Marine Biological In- 
stitute and the New York State Fish Hatchery, and will try 
to secure an old time clam bake down on the shore of the 
harbor. The date has been set for Tuesday, June 12th. 





Contemporary Progress 
(Continued from page 156) 
all of these cases showed peritoneal metastases or tumor tissue 
that could not be removed, and consequently had a poor prog- 
nosis, these results are encouraging and fully justity the use 
of radiotherapy in malignant tumors of the ovary. 


COMMENT 


Both European and American gynecologists and radiothera- 
ists are unanimous in their opinion that every malignant 
ovarian tumor should be removed when possible, and when 
impossible certainly a biopsy specimen should be obtained. Fol- 
lowing operation, either when the tumor is removed or biopsy 
only obtained, deep x-ray therapy should be given. Further- 
more, this treatment should be kept up at regular intervals over 
long periods of time, even in the absence of gross recurrence, 
in order to give the patient the full benefit of deep x-ray 
therapy. The results of this method of treatment of malignant 
tumors of the ovary are better than all others thus far attained. 
H.B.M. 


Obstetrics 


Fetal Risks in the First Stage of Labor from Umbilical Cord 
Complications 


J. P. Gardiner (Journal of the American Medical Association, 
102 :277-280, Jan. 27, 1934) notes that umbilical cord complica- 
tions may cause asphyxiation of the child in the first stage of 
labor. In some cases there are no symptoms indicating this 
condition until the fetal heart stops. But in many cases there 
are definite signs by which the presence of a cord complication 
may be diagnosed and the life of the child saved. The chief 
symptoms are: Delay in labor not due to oligohydramnios, dis- 
proportion, or thick membranes; disturbances in the fetal heart 
rate; and retained malposition of the child. The diagnosis of 
a cord complication does not necessarily indicate a cesarean 
section; but if section is decided upon as the best method of 
delivery, it should be done promptly in time to save the life of 
the child. “Amniography” (Menees), 1.e., injection of an opaque 
solution into the amniotic sac before a roentgenogram is taken, 
aids in the diagnosis of cord complications in the first stage, 
as the course of the cord can be traced by this method. IIlus- 
trative cases are reported. 


COMMENT 


Umbilical cord complications are the bane of the conscientious 
obstetrician’s existence, as few complications jeopardize the life 
of the baby so completely. Therefore any method that will help 
the accoucheur make the diagnosis in time to save the infant's 
life is certainly worthy of serious consideration. H. B. M. 


Starvation Hypoglycemia in Late Preaqnancy 


E. D. Plass and E. B. Woods (American Journal of Ob- 
stetrics and Gynecology, 27:395-404, March, 1934) report a 
study of the effect of artificially induced hypoglycemia in 53 
normal women in the last two months of pregnancy. It was 
found that a twelve-hour fast resulted in blood sugar reduction 
similar to that observed in non-pregnant individuals, but a fifty- 
hour fast reduced the blood sugar level considerably below that 
for the non-pregnant. In 14 of the 53 patients the blood sugar 
fell to less than 40 mg. per cent. and in one case to 30 mg. per 
cent. The fall of blood sugar was not so rapid as that re- 
ported by Titus preceding eclamptic convulsions. But none of 
these patients developed any signs or symptoms of the toxemia 
of the late pregnancy, except that mild transient headaches were 
occasionally noted. These findings, therefore, are opposed to 
the theory that hypoglycemia in itself is responsible for the 
symptoms of pre-eclampsia and eclampsia. In 30 per cent. of 
the cases, starvation for fifty hours was followed by the (other- 
wise spontaneous) onset of labor. The authors note that for 
some years they have treated certain patients with the toxemia 
of late pregnancy by withholding all food and giving only 
limited amounts of water (1,500 to 2,000 c.c. daily), in order 
to promote diuresis and thus reduce the water held in the tis- 
sues, which they believe to be of etiological significance. Labor 
began spontaneously in so many of this series that the method 
is used only when the fetus is viable and delivery is considered 
advisable. It is suggested that the onset of labor induced by 
fasting is due to the resulting changes in the acid base balance, 
but this has not been proven. 


(Concluded on page 164) 
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REVIEWS 


Food, Nutrition and Health 


FOOD, NUTRITION AND HEALTH. By E. V. _McCollum, Ph.D. 
and J. Ernestine Becker, M.A. Third Edition. Baltimore, Md., E. V. 
McCollum and J. Ernestine Becker, East End Post Station. [c. 1933.] 
146 pages. i2mo. Cloth, $1.50. 

This is one of the best popular books written on the subject 
of nutrition. It contains a fund of authoritative information 
and is completely up to date. The book deals with excellent 
descriptions of food constituents, including the fuels, vitamins 
and salts. There are also chapters on dietary habits, hygiene 
of the digestive tract, stimulants, reducing diets and acidosis. 
It reads easily and can adequately be recommended to patients 
who want scientific information on the subject of nutrition. 

WitiiaM S. COoLLeNns. 


Medicine in Virginia in the Nineteenth Century 
MEDICINE IN VIRGINIA IN THE NINETEENTH CENTURY. 

By Wyndham B. Blanton, M.D. Richmond, Va., Garrett & Massie, 

Inc., 1933. 466 pages. 8vo. Cloth, $7.50. 

Already two volumes of Virginian medical history, covering 
the periods from 1607 to 1700 and from 1700 to 1800, have been 
published. Dr. Blanton is to be congratulated upon the com- 
pletion of this third volume. This work was sponsored by the 
Medical Society of Virginia which initiated and financed the 
undertaking. If every state medical society would do as 
Virginia has done, we should have the material for an history 
of medicine in the United States built from the ground up. 

This volume of over four hundred pages is rich in facts. 
The author with true historic perception has left the develop- 
ment of opinions to the reader. The rise of medical colleges, 
anatomy and grave robbing, the early medical societies, the 
medical journalism of the time, the development of specialties, 
the cults, the hospitals, and the epidemics of the century are 
presented with an array of illuminating facts. The story of the 
doctors of Virginia in the Civil War is much the same as in all 
wars. It is the story of a profession, with infinite capacity for 
human service, commandeered by the agencies of destruction 
and prostituted to the ends of war. These men, the physicians 
of both sides in the Civil War, have with few exceptions passed 
from the scene, unconscious of the fact that they were engaged 
in the most inexcusable, inglorious, disastrous and absurd enter- 
prise into which the avarice of industry and the hypocrisy of 
politics had up until that time beguiled their country. 

Virginia has plumed itself as “the mother of presidents,” 
and history reveals that it has been also the parent of many 
medical colleges both in and out of the state. When the Civil 
War came, so large a proportion of the students and teachers 
in the Medical Department of the University of Pennsylvania 
withdrew and went to the South as to nearly disrupt that excel- 
lent Institution. This book records the large number of 
Virginians in this exodus. It also reports the contribution of 
medical talent made by Virginia to other states. It is a clear 
picture of the society of this state as it revolved around the 
medical profession. 

There in Virginia was an ancient culture possessed of rare 
qualities. As it moves in perspective across the stage of his- 
tory, with its dignity, its\ respect for learning, and, above all 
its regard for the amenities and sweetness of life, one realizes 
that something fine has gone out of the physician’s human rela- 
tions to create the thing we now hail as efficiency. 


J. P. Warsasse. 


Neurology 


Roy R. Grinker. 
979 pages, illustrated. 8vo. 


Springfield, Ill., Charles C. 


NEUROLOGY. B 3 - 
Cloth, $8.50. 


Thomas, [c. 1934. 

A splendid book, representing an immense amount of labor. 
It is refreshing to meet with a text-book of neurology that 
does not slavishly imitate all its immediate predecessors. It 
appears to the reviewer pretty technical for the use of the 
average medical student and general practitioner, but extremely 
valuable for anyone especially interested in the subject. It 
expresses the latest thought regarding moot neurological topics 
and presents as an extremely valuable feature an extensive 
bibliography at the end of each chapter. The author states in 
the preface that the book is an attempt to correlate biological 
data important to the study of the human nervous system in 
health and disease. The physician rarely has an adequate grasp 
of the whole subject for the reason that his imstruction in 
neurology is usually separated into the distinct departments of 
embryology, anatomy and physiology in which one special 
viewpoint is only weakly linked to another. Neurology should 
include these different aspects of the nervous system in close 
association, a plan which the author has carried out through 
the whole extent of his work. Besides the separate chapters 
devoted to general embryological and anatomical considerations, 
the coverings of the interstitial tissues of the central nervous 
system, the anatomy and physiology of the blood supply to the 
nervous system, each group of systemic disorders is prefaced 
by a discussion of its anatomical and physiological relations 

F. C. EASTMAN 


Mental Hygiene in the Community 
MENTAL HYGIENE IN THE COMMUNITY By Clara Bassett. 

New York, The Macmillan Company, 1934. 394 pages. 8vo. Cloth, 

$3.50. 

Since all human endeavor implies human _ relationships, 
there is necessarily a psychological or even psychiatric facet 
to every social institution. In the machine age, the stress of 
organization has generally blinded us to this aspect of law, 
medicine, the church, family life and industry. The author of 
the present book is identified with the National Committee for 
Mental Hygiene in the field of psychiatric social work. She 
has written a readable summary of the mental hygiene “slant” 
on the major fields of modern society. The importance of 
psychiatric understanding and teaching in such apparently re- 
moved realms as surgery or factory work is illuminated by 
most of the up-to-date knowledge of psychiatry and applied 
psychology. In addition, all the legal, medical, social and in- 
dustrial agencies, into which this modern knowledge has been 
infused, are analyzed. Each chapter ends with an exhaustive 
list of questions designed to form a basis for individual or 
group investigations of particular topics. 

Mental hygiene is a term which has taken on almost as many 
connotations as there are human interests. The mental hygiene 
movement is incorporated and functions as the public relations 
bureau of psychiatry. The present volume is a product of that 
development and suffers from some congenital weaknesses. 
Not infrequently the scientific earth is left behind for a flight 
into the stratosphere of propaganda. Although the basis of 
the material is essentially medical, there is lacking the medical 
background for separating important from secondary contri- 
butions. These more superficial portions are not gross enough 
however to give lay readers greatly distorted impressions. 

Sam Parker. 
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Diet and Dental Health 


DIET AND DENTAL HEALTH. By Milton T. Hanke. 
University of Chicago Press, [c. 1933.] 236 pages, illustrated. 
Cloth, $4.00. 


Chicago, 
8vo. 


This volume contains in book form an amplification of some 
heretofore reported data of the results of investigations car- 
ried on with the cooperation of the Otho S. A. Sprague Me- 
morial Institute at the University of Chicago, the Governors of 
Mooseheart and the California Fruit Growers Exchange. The 
foreword written by the members of the Chicago Dental 
Research Club is characteristic of a group of men who started 
this investigation to which they lent enthusiastic, sympathetic 
and monetary support. cae 

The text of the book is divided into two very distinct parts. 
The first part starts with a concise philosophic discourse on 
health and disease which wastes no words in telling a story. 
It continues a story of diseases of the teeth, gingivae and mouth 
tissues. The histologic and pathologic study of these conditions 
are ably and well presented. The analysis of the essentials of 
the average American diet with the benefits derived by the 
addition of citrus fruit juices are well proven. 

In the second part of the book the foremost fact in mind 
is that these juices are superior and more effective than others 
such as tomato and sauerkraut. Of course we all admit that 
vitamine deficiency diseases are curable by changes of diet so 
the section needs no comment. On the other hand the treat- 
ment of pyorrhea, as outlined, is something to conjure with. 
The frank statement that bone does not regenerate although 
pus disappears and pockets fill with soft tissue, is to be com- 
mended. 

Trench mouth is discussed from the diet angle. 

In presenting the Mooseheart experiment, a study was 
made of 34! children of whom 125 were boys. This appendix 
of 67 pages of charts is very illuminating. Six different checks 
from October, 1929, to October, 1932, to obtain the comparative 
data, control groups being employed for comparison. Still in 
reviewing the weight and height graphs, the question arises 
in the mind of the reviewer whether this study is not proven 
as normal under any circumstances. Seven pages of bibli- 
ography, with an index and table of contents makes the book 
most valuable. It is also most copiously and beautifully illus- 
trated by approximately 65 colored and half tone cuts with the 
addition of 21 graphs and 42 tables. 

The book in the main makes out a case for the use of large 
quantities of citrus juices added to the diet. No one can deny 
the value of a well balanced diet plus the addition of those 
juices. 

The plot is well laid, the argumentation is well presented and 
the case is well proven. 

Whether or not the average practitioner has patients who 
can afford to buy and use the large doses advocated, is a prob- 
lem to be solved by him who prescribes it. 

For our part the book is absorbing, interesting and exception- 
ally well written. 

LEoNARD Koun. 


New Introductory Lectures on Psycho-Analysis 
NEW INTRODUCTORY LECTURES ON PHYCHO-ANALYSIS. By 

Sigmund Freud, M.D. Translated by W. J. H. Sprott. New York, 

W. W. Norton [c. 257 Cloth 

$3.00. 

This book is a continuation of a series of lectures published 
fifteen years ago under the heading of Introductory Lectures 
on Psycho-Analysis. In the new book Dr. Freud has revised 
some of the views expressed in the older book and has added 
the new subject matter that has been described since the publi- 
cation of the older one. 

The book as a whole summarizes the concepts in Psycho- 
Analysis which have been crystallized in the past decade. 
Psycho-Analysis is now occupying the attention of all who have 
an interest in human behavior and its disorders. The genius 
of Freud has revealed hitherto unknown instinctive forces 
in human behavior, the understanding of which being an indis- 
pensable prerequisite in the treatment of psychopathological 
conditions. 

This book, like the other works of Freud, will be of tre- 
mendous help to every worker in the field of behavior disorders. 


IrvinG J. SANDs. 


& Company, 1933.] pages. 8vo. 


Heredity and Environment 


ne wt AxD ERO a yT. Studies in the Genesis of 
*sychologica aracteristics. rG c. § i edi 
ee tea y adys Schwesinger. Edited by 


fork, The M ill 
pages. 8vo. Cloth, $4.00. a oo Sen 


This work is an attempt to set up standards for the objective 
study of the development of man, as influenced by heredity 


and environment. To understand the causes of human dif- 
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ferences we must know the methods used for measuring intelli- 
gence. The first portion of the work reviews the field of 
mental testing. In the next chapter there is a survey of the 
literature on “Personality Tests.” This is a recent develop- 
ment. There is as yet no scientific basis or method for the 
analysis of personality tests, but at their best they are most 
promising—in segregating individual differences in the clinic, 
laboratory and the school room. 

The major portion of the work is devoted to the study of 
environmental influences as they affect the development of 
intelligence. For this purpose, studies are included on twins; 
on children of different heredity but similar environment; on 
the influence of physical factors on the IQ. The author con- 
cludes that the social-cultural factors influence mental develop- 
ment more than the physical. 

The book concludes with an exposition on the variety of 
viewpoints held on personality by different schools of psychiatry 
and psychology. The physical bases of personality differences 
are discussed as is also the Gestald, Freudian and other schools 
of thought. 

The book has a detailed bibliography. It is very objective in 
its method. It should be approached only with a studious 
attitude. 

STANLEY S. LAMM. 


Obstetrical Nursing 


OBSTETRICAL NURSING. A Text-Book on the Nursing Care of 
the Expectant Mother, the Woman in Labor, the Young Mother and 
Her Baby. By Carolyn_C, Van Blarcom, R.N. Third Edition. New 
York, The Macmillan Company, 1933. 651 pages, illustrated. 8vo. 
Cloth, $3.00. 

This book, intended of course for the pupil nurse, might well 
be read by physicians who practice obstetrics. Written by a 
nurse it is superior to the text-books written for nurses by 
obstetricians. Not too much space is devoted to anatomy and 
physiology, and medical questions are discussed briefly and 
soundly. The illustrations are good, and the new material on 
nursing service for home deliveries is excellent. A better book 
than the fine edition of five years ago. 

CHARLES: A. Gorpon. 


Modern Clinical Psychiatry 


MODERN CLINICAL PSYCHIATRY. By Arthur P. Noyes, M.D. 
_— W. B. Saunders Company, 1934. 485 pages. 8vo. Cloth, 


Referred to as an elaboration of student lectures, this text 
appears to be a contribution of major significance in its mod- 
ernity and practical value. The style throughout is exception- 
ally clear and interesting. 

The discussions of forces and processes eventuating in clini- 
cal disorder is broad and enables one to comprehend the de- 
velopment and trend of the various psychiatric schools as no 
other recent volume has done. Symptomatology of formal clin- 
ical entities is clearly outlined and illustrated including all ac- 
ceptable recent developments. Details of treatment are com- 
pletely modern and of demonstrated worth. Frequent reference 
to industrial and other accident boards demonstrates not only 
the practical outlook of the author but a modern application of 
the subject. Associated pathology is critically evaluated and 
complete. 

The bibliography is diverse and remarkably recent. Beyond 
being valuable as a modern text for students, it appears that it 
is the present volume of choice for reference or study for 
the physician in general medicine as well as psychiatry. 

Irvinc M. Derpy. 


Our Common Enemy: Colds 


OUR COMMON ENEMY: COLDS. By the editors of “Fortune” in 
consultation with eminent physicians. New York, Robert M. McBride 
& Company, [c. 1934.] 102 pages, illustrated. 1l6mo. Cloth, $1.00. 

_ This little book on colds is reprinted from the October 1932 
issue of the Fortune Magazine. The physician reading it soon 
realizes that he tends to be a negligible factor in the treatment 
of that common malady. The cold is a seemingly stupendous 
cat-and-dog fight business between the various medicine houses. 
You read how some of the manufacturing houses multiply their 
sales on those products for which they make fantastic claims; 
or that other manufacturers carry no less than 150 different 
products to combat colds. Nor are the drug houses entirely 
responsible. Chlorine gas, made popular by two army surgeons, 
is now a source of revenue to the quacks. The results with 
vaccines seem to be so conflicting and unsatisfactory that the 
layman is left with the impression that after all a patent medi- 
cine may be the lesser of two evils. And finally, the authors 
stress the advice of Dr. Dochez, the cold specialist—“Stay 
home and go to bed”—as being the safest remedy of all. 


It is unfortunate that the conscientious practising physician 
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has to pay for the mistaken efforts of research workers. There 
is a crying need for some centralized research council to act 
on the merits of new discoveries. The mere publication of a 
report in a journal is unfair to both the author and the reader 
and may lead to a wasteful reduplication of effort which may 
finally end in skepticism by the patient and his physician. 
EMANUEL KriMsky. 


Diabetic Manual 


DIABETIC MANUAL FOR THE MUTUAL USE OF DOCTOR 
os D PATIENT. Fifth Edition. By Elliott P. Joslin, M.D. Phila- 


delphia, Lea & Febiger, 1934. 224 pages, illustrated. 12mo. Cloth, 
$2.00. 


This little manual has now gone into the fifth edition. Its 
authenticity is ably attested to by the eminence of the author. 
Dr. Joslin describes the clinical picture, symptoms, signs, course 
and complications of diabetes in his own inimitable way. The 
book contains a chapter with descriptions of simple laboratory 
tests with which every diabetic should be familiar, a chapter 
describing the dietary management of the disease; another on 
insulin and its method of administration. There are chapters 
on acidosis, hygiene, care of the teeth, extremities, gastro- 
intestinal tract; others on prognosis, prevention and heredity. 
The book is very simply written and profusely illustrated. It 
is the best book on the subject for the patient. 


Wiiuram S. COLLENs. 


Men in White 
MEN IN WHITE. A Play in three acts. By Sidney Kingsley. 

York, Covici Friede, [c. 1933.] 137 pages, illustrated. 8vo. 

$2.00. 

This book is a short play, narrating life in a hospital, from 
the professional standpoint. With it is woven a courtship affair 
which lends a little variety to the overstressed idealism on the 
part of the house surgeon. The latter person certainly is de- 
voted to his calling both as to his attending and his patients. 
The life of the interne is fairly well presented as such as is 
found in most institutions of a city. The profanity and sex 
complications, particularly in relation to the young nurse, could 
have been omitted without detracting from the story in the 
least. Some may recall the presentation of the play at the 
Broadhurst Theatre in the Fall of 1933. 

E. W. SKELTON. 


New 
Cloth, 


Syllabus of Psychiatry 


SYLLABUS OF PSYCHIATRY. By Leland E. Hinsie, M.D. 
N. Y., State Hospitals Press, 1933. 348 pages. 8vo. 

Psychiatry has found itself in the post-war decades. It is 
now occupying the position that it merits. Many people are 
now interested in the various forms of abnormal behavior. 
The literature on the subject has grown to such proportion 
that it is impossible for the average psychiatrist, let alone the 
general medical practitioner, to keep in touch with it. There 
was a great need for a book that would summarize the most 
important contributions to psychiatry, and present this summary 
in a concrete and brief manner. Dr. Hinsie’s book does this 
very thing. 

The book itself is a valuable contribution to the field of 
psychiatry. The author has successfully presented the most 
important theories of abnormal behavior and has added a 
constructive critical viewpoint. He has correlated the various 
theories in their applicability to the different types of abnormal 
behavior. In five chapters he has adequately assembled many 
of the important conceptions that have been built around 
psychiatric disorders. In chapter one the constitutional con- 
cepts are discussed; in chapter two the psychiatrical concepts 
are described; in chapter three the psychophysical concepts are 
enumerated; in chapter four the sociological considerations are 
evaluated; and in chapter five endogemy and exogeny are 
summarized. 

The author has performed a Herculean task very creditably. 
The book has supplied a much needed want. It reflects very 
favorably the high quality of work done in the New York 
State Hospitals system in general and in the Psychiatric Insti- 
tute in particular. 


Utica, 


Irvinc J. SAnps. 


The Art of Living 


THE ART OF LIVING. By George Sanford Foster, M.D. Boston, 
|) cceecaaciaed Publishing House [c. 1933.] 141 pages. 8vo. Cloth, 


This is a very interesting book written primarily for the 
laymen, although it is just another instance when the physician 
could benefit from the same advice that he gives his patients; 
namely, learning and living up to the “Art of Living.” As the 
physician reads this little book the age-old expression will 
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continually recur to him—‘“Don’t do as I do, but do as I say.” 

Although the physician is usually well up on the science of 
medicine, he very often neglects the practice of the art of medi- 
cine. We think Dr. Foster’s book will stimulate the physician 
in teaching his patients and living up to his own teachings. 

There are certain fundamentals here and there in which the 
physician may disagree, yet as a whole, we will all profit from 
reading this volume. 

From the standpoint of public health instruction, the physician 
will find the book a good source for material. If he conducts 
a lending library for his patients, “The Art of Living” will 
pave the way for a ripe old age as is attested in the last chap- 
ter, in a letter from a minister of 97 years of age. 

SAMUEL ZWERLING. 


Die Digitalisbehandlung 
DIE DIGITALISBEHANDLUNG. By Prof. Dr. Ernst 
uflage. Berlin, Urban & Schwarzenberg, 1934. 154 

Paper, RM. 7. 

This is the second edition of this work on “Treatment with 
Digitalis,” and comprises excellently written material for the 
genera! practitioner. 

Definitely established is the fact that it is not in pure decom- 
pensation that digitalis will be of value, but the decompensation 
must be associated with hypertrophy and dilatation of the heart. 
Digitalis does not increase the blood pressure. It can help 
without slowing the pulse or increasing the amount of urine. 
It decreases the signs and symptoms of heart failure. 

Edens is a great believer in the use of strophanthin intra- 
venously under certain indications with proper dosage and 
proper frequency; particularly, where there is a very great 
heart dilatation, no tachycardia and the effect of a prolonged 
diastole is to be avoided. He advocates the use of strophanthin 
intravenously in the early hours of coronary closure. 

He does not believe in the vasoconstrictor effects of the 
usual doses of digitalis. Excellent discussion is given of the 
uses of digitalis of the various heart irregularities. The use 
of quinidine is gone into in detail. The effect of digitalis on 
the production of irregularities is discussed, as well as the 
production of heart block by digitalis and the treatment of 
heart failure in heart block. 

This monograph can be most highly recommended to every 
physician. 


Edens. 2. 


pages. 8vo 


Meyer A. RapinowI!rz. 
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FUSSBESCHWERDEN UND IHRE BEHANDLUNG. Von Dr. Max 
Schotte. Wien, Wilhelm Maudrich, 1933. 56 pages, illustrated, 8vo. 
Paper, Rm, 3 


PRAXIS DER UNSPEZIFISCHEN DIABETESBEHANDLUNG. 
Von Professor Dr. Gustav Singer. Wien, Wilhelm Maudrich, 1933. 
112 pages, illustrated. 8vo. Cloth, Rm. 8. 


CONSTITUTION AND HEALTH. By Raymond 
<egan Paul, Trench, Trubner & Co. Ltd., 1933. (New York repre- 
sentative, Barnes & Noble, 105 Fifth Avenue.) 97 pages, illustrated. 
16mo. Cloth, 90c. (Psyche Miniatures General Series No. 60.) 


BRITISH SPAS, INLAND AND SEASIDE RESORTS. Official 
Handbook of the British Health Resorts Association. 1934. Edited 
by R. Fortescue Fox. London, J. & A. Churchill, 1934. 260 pages, 
illustrated. 8vo. Paper, 1/. 


DIE HAUT-UND GESCHLECHTSKRANKHEITEN. Hrsg. von 
Prof. Dr. Leopold Arzt und Prof. Dr. Karl Zieler. Lieferung 11/12. 
Pages 450 to 738, illustrated. Berlin & Wien, Urban & Schwarzen- 
berg, 1934. 8vo. Paper, RM. 18. 


INTERNATIONAL CLINICS. A Quarterly of Illustrated Clinical 
Lectures and Especially Prepared Original Articles on Treatment, 
Medicine, Surgery, Neurology, etc. Volume 1, 44th Series, 1934. 
Edited by Louis Hamman, M.D. Philadelphia, J. B. Lippincott Com- 
pany, [c. 1934.] 320 pages, illustrated. 8vo. Cloth, $3.00. 


NEW FEET FOR OLD. A Simple Statement of Some Recent and 
Highly Cheering Discoveries Concerning Common Foot Disorders, 
Their Cause and Cure, for the Mutual Use of Physicians and Patients. 
By John Martin Hiss, M.D. Garden City, N. Y., Doubleday, Doran 
& Company, 1933. 140 pages, illustrated. Cloth. $2.00. 


ALLERGY IN GENERAL PRACTICE. By Samuel M. 
M.D Philadelphia, Lea & Febiger, 1934. 339 pages, 
8vo. Cloth $4.50. 


THE SURGICAL CLINICS OF NORTH AMERICA. Volume 14, 
No. 1. (Philadelphia Number.) February, 1934. Issued serially, 
oad ouber ow — — by the W. B. Saunders Company, 

iladelphia .ondon. "er Clinic year (6 nos. Pz » $12.00, 
Cloth, $16.00. . ae 

ALCOHOL. Its Effects on Man. By Haven Emerson, M.D. New 
ry D. Appleton-Century Company, 1934. 114 pages. 12mo. Cloth, 

OCULAR MUSCLES AND FUSION. Physiology, Diagnosis, Technic. 
3y Thomas G. Atkinson, M.D. Chicago, The Professional Press, 
[c. 1933.] 192 pages, illustrated. 8&vo. Cloth, $3.50. 


Pearl. London, 


12mo. 


_Feinberg, 
illustrated. 
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THE PRA€TICAL MEDICINE SERIES. Comprising Ten Volumes 
on the Year’s Progress in Medicine and Surgery. Series, 1933. 1933 
Year Book of Dermatology and he Bmmy Edited by Fred Wise, 
M.D. and Marion B. Sulzberger, M.D. Chicago, The Year Book 
Publishers, [c. 1933.] 450 pages, illustrated. 12 mo. Cloth, $2.25. 


SOCIAL PSYCHOLOGY. By Abraham Myerson, M.D. New York, 
Prentice-Hall, Inc., 1934. 640 pages. 8vo. Cloth, $3.50 

OUR MYSTERIOUS LIFE GLANDS AND. HOW THEY AFFECT 
US. By Dr. William J. Robinson, M.D. New York, Eugenics Pub- 

lishing Company, 1934. 291 pages, illustrated. 8vo. Cloth, $2.50. 


BERGEY’S MANUAL OF DETERMINATIVE BACTERIOLOGY. 
By David H. Bergey. Fourth Edition. Baltimore, Williams & Wil- 
kins Company, 1934. 664 pages. 8vo. Cloth, $6.00. 


THE PRACTICAL MEDICINE SERIES. Comprising Ten Volumes 
on the Year’s Progress in Medicine and Surgery. Series, 1933. The 
1933 Year Book of Neurology and Psychiatry. Neurology edited 4 
Peter Bassoe, M.D. Psychiatry, edited by Franklin G augh, M.D 
Chicago, The Year Book Publishers [c. 1933.] 471 pages, il ustrated. 
12mo. Cloth, $2.25. 





Contemporary Progress 
(Concluded from page 160) 


Relaxation of the Pelvic Joints in Pregnancy 


D. Abramson, S. M. Roberts and P. D. Wilson (Surgery, 
Gynecology, and Obstetrics, 58:595-613, March, 1934) report a 
study of the pelvic joints in pregnant women at the Boston 
Lying-In Hospital. Roentgen-ray examination by Clayton 
Johnson’s stereoroentgenometric method was made of a series 
of 123 non-pregnant women to determine normal variations in 
the width of the symphysis. Roentgenogr aphic measurements 
were then made on pregnant women in the last two months of 
pregnancy, and later, on women in the earlier stages of preg- 
nancy. These studies showed that some relaxation of the pelvic 
joints and especially of the symphysis pubis is normal in preg- 
nancy. Relaxation of the symphysis begins in the first half 
of pregnancy, shows little tendency to increase in the last two 
or three months, and is but little affected by parturition. Retro- 
gression of this symphyseal relaxation begins immediately after 
delivery and should be complete in three to five months. This 
process of relaxation is physiological, and, the authors believe, 
is “probably the result of hormonal activity.” In a certain per- 
centage of pregnant women, the symphyseal relaxation pro- 
gresses beyond normal limits to the point of actual separation 
of the pubic bones instead of mere relaxation of the joints. In 
the series studied approximately 25 per cent. of pregnant women 
showed abnormal widening of the symphysis (if 8 mm. is taken 
as‘the upper limit of normal). Trauma played no part as a 
rule, and the condition must be regarded as an exaggeration 
of the normal physiological process. In these cases pubic 
mobility may be demonstrated by palpation; and many patients 
complain of pain in the region of the symphysis, usually worse 
when beginning to move aiter lying down. A waddling gait is 
frequently noted on examination. In the ante-partum period, 
treatment is indicated only if the patient complains of symp- 
toms referable to the pelvic joints, or 1f an abnormal widening 
of the symphysis is found on examination. A simple webbing 
belt which makes pressure only about the pelvis is a satisfac- 
tory means of treatment. After delivery, prompt diagnosis of 
abnormal widening of the symphysis and separation of the 
pubic bones is necessary; if the state of the symphysis cannot 
be accurately determined at the time of delivery, Roentgen-ray 
examination should be made. Treatment should be instituted 
while the patient is still recumbent. The most efficient method, 
the authors have found, is the use of a muslin sling suspended 
by an overhead frame from two weights of approximately 
twenty pounds each for the usual postpartum recumbent period 
of two weeks. After that period, a pelvic belt should be worn 
for a time to prevent recurrence of the separation. 


Treatment of Post-Partum and Post-Abortum Infections by 
Umbilical Cord Serum 


S. Raphalkes and A. Koroleva of Moscow, Russia (Gyné- 
cologie et obstétrique, 29:146-159, February, 1934), report the 
treatment of post-abortum and post-partum infection by sub- 
cutaneous injections of umbilical cord serum, on the ground 
that this serum contains some substance that acts specifically 
against the organisms causing puerperal infection. In 221 cases 
treated by this method, 56 were cases of septicemia, the others 
being thrombophlebitis, parametritis and endometritis. There 
were 20 deaths in the entire series, all of them occurring in the 
cases of septicemia. In the cases recovered the temperature 
usually fell in the first twenty-four hours, always by the second 
day; chills diminished in number and severity; respiration and 
pulse improved; even in the fatal cases, there was usually 
some temporary improvement. In cases of septicemia, 100 c.c. 
of the serum were given at intervals of two to three days; in 
the other cases the dosage was 50 c.c. In the more acute cases 
the umbilical cord serum treatment alone is usually sufficient, 
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but in the cases of longer standing, other methods were also 
used. The serum used was obtained from the umbilical cords 
immediately after delivery in cases of entirely normal labor. 
It was never taken in cases in which the woman entered the 
hospital after the rupture of membranes, with a doubtful his- 
tory, or with a twin pregnancy. As a rule the serum used was 
freshly prepared, never more than seventy-two to ninety-six 
hours old. 


COMMENT 


Since the time of Semmelweis and Holmes investigators and 
clinicians, all over the world, have been “discovering” and using 
sera in the treatment of puerperal and postabortal sepsis. For 
this very reason, the serum treatment of these conditions is 
very uncertain. ‘Some cases get well “in spite of the doctor,” 
while others die after every known therapeutic agent has been 
faithfully used, and hence those cases that serum or sera have 
cured are very difficult to determine. It is very gratifying to 
those who are enthusiastic about the serum treatment to claim 
the “cures” when serum is used, but who can say but that the 
patient would have recovered without the serum? We have 
all seen such cases. We have not used sera routinely for the 
past few years in our sepsis cases for we now believe that small 
oft-repeated whole blood transfusions are far superior to any 
serum hitherto discovered. H, B. 1 


Roentgenological Diagnosis of Placenta Previa 


W. H. Ude, T. W. Weum and J. A. Urner (American Jour- 
nal of Roentgenology, 31:230-233, February, 1934) describe a 
method for the roentgenological diagnosis of placenta previa 
without the injection of a contrast medium into the amniotic 
sac (Menees’ method), and without invasion of the uterus. The 
film is made in the usual anteroposterior position. It is neces- 
sary to identify the urinary bladder accurately ; this is facilitated 
by instillation of a small quantity of sodium iodide into the 
bladder, but in the first case reported this procedure was not 
necessary. Normally, with the head of the fetus lying in the 
lower uterine segment, its bony outline is separated from the 
uterine bladder only by the thickness of the uterine and bladder 
walls and by the thickness of the fetal scalp; and in the late 
stages of pregnancy the lower uterine segment consists of a 
thin-walled muscular tube. If there is 2 soft tissue mass be- 
tween the fetal head and the urinary bladder with a correspond- 
ing elevation of the head from the lesser pelvis, and the con- 
tour of this mass corresponds to that of the placenta, it indi- 
cates placenta previa. The size and position of the mass may 
indicate the type. This method of diagnosis is applicable only 
in head presentations. In one case premature separation of the 
placenta was demonstrated roentgenologically. In this case the 
position of the head was very high, and a rounded mass meas- 
uring about 10 cm. in diameter was interposed between the head 
and the urinary bladder. This was not considered to be pla- 
centa previa, and at delivery a premature separation of the 
placenta was found. The authors conclude that this method is 
of definite aid in making a diagnosis between placenta previa 
and accidental hemorrhage. 


COMMENT 


The existence of placenta previa in the latter months of 
pregnancy is always to be suspected when there is sudden, 
causeless and painless bleeding. The diagnosis is easy on 
vaginal examination, perhap even on rectal, because it is very 
easy to palpate the offending placenta. However, by reason of 
the pelvic examination, particularly if done by the vagina, 
profuse and oftentimes alarming hemorrhage may occur. Any 
method, therefore, which will make the diagnosis without inter- 
fering with the overhanging placenta is of distinct value. Dr. 
Ude and his co-workers have apparently evolved such a method. 
The technic is simple and harmless and with experience in 
reading the films the x-rcy diagnosis of placenta previa should 
offer no handicap to those clinicians who wish to use it. The 
writer, however, does not fear a pelvic examination in placenta 
previa as much as some of his colleagues, and as the diagnosis 
is usually easily made by palpation, I do not see the need for 
routine x-ray in these cases. In the differentiation between 
placenta previa and premature separation of the placenta it is 
said to be of distinct diagnostic value. I have not had occasion 
to test the method in such a case. H. B. M. 





Irrigations of the Ear in Acute Otitis Media: In a limited 
number of experiments, Shapiro (Archives of Otolaryngology, 
Mch. 1933) concludes that under ordinary circumstances ir- 
rigation of the ear is entirely safe so far as carrying infec- 
tion back into the mastoid is concerned. Perhaps more in- 
vestigation is necessary. 





